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Abstract

Evidence-based practice (EBP) is well-established as the gold standard for service
delivery of quality healthcare around the world, yet there remains a significant gap
between best available evidence and its everyday use in maternity services. The
numerous benefits of EBP are therefore never realised and although a considerable
body of knowledge has evolved on how to promote the uptake of new EBPs, little is
known about midwives’ experience of implementing EBP or leading practice change
projects in clinical areas.
The aim of this study was to work collaboratively with midwives towards the
co-development of an evidence implementation resource, designed to provide clear
direction and support to midwives wanting to implement new EBPs in clinical areas.
This led to the design of a blueprint for an eTool(KIT) for midwives, outlining a stepby-step approach to leading practice change projects in clinical areas.
A qualitative approach to the study design was adopted and critical realism
employed as the philosophical underpinning for this research inquiry. Seventeen
Australian midwives consented to participate in either a focus group discussion or
face-to-face interview, which were audio recorded, transcribed and combined with
additional field notes to provide a collection of data that was analysed and
reported.
Three higher order codes were synthesised from the findings to make overall
meaning of the factors that contribute to the adoption of EBP in midwifery: “It’s
hard to overcome the resistance towards new EBP, midwives are passionate yet
reticent towards leading practice change”, “Inter-disciplinary collaboration and
organisations supportive of change are key to improving implementation processes
for midwives”, and “ To lead practice change initiatives, midwives require
knowledge of system-level change and a clear process for evidence
implementation”. The findings revealed that although midwives are passionate
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about EBP, they express reticence towards leading practice change for numerous
reasons. These reasons contribute to the inconsistent and sub-optimal use of EBP
in Australian maternity services. As such, this study offers a pragmatic approach to
organisational change and demonstrates the potential for midwives to be leader of
evidence-based change and key stakeholders in all future practice change projects
in Australian maternity services.
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Chapter One: Introducing the Study

All countries face challenges in delivering high quality maternity services, as evident
in the disparities and varied statistical outcomes of childbearing women and
newborns around the world (Ten Hoope-Bender & Renfrew, 2014). Largely, this is a
result of the slow, arduous process of implementing change (Bowman, 2018).
People and the systems they create often resist change or are not open to the
activities and new practices that occur when change is initiated (Gilley, Gilley, &
McMillan, 2009). This disruption is part of the normal activity necessary for growth
in any system, thus to create positive change some degree of resistance is
anticipated to be part of the process (Bowman, 2018). The contribution that
midwives can and do make towards evidence informed care is significant and
increasingly recognised as central to improving the health outcomes and
experiences of all women using maternity services (Ten Hoope-Bender et al., 2014).
Research and knowledge in the field of midwifery continues to develop from
the advent of evidence-based medicine over two decades ago. The term ‘Evidencebased practice’, or ‘EBP’, is derived from the early work of evidence-based medicine
and the conscientious use of current best evidence to inform clinical decisionmaking and best practice standards in healthcare (Sackett, 1997). This evidence
presents new ways to inform and support evidence based practice (EBP), a term
used to describe healthcare interventions that reflect the application of best
available evidence, clinical expertise and patient values and preferences (Warren et
al., 2016). Evidence based practice is also described as a form of knowledge used
by clinicians to plan and action interventions that are known to improve the quality
of service delivery and expected outcomes of consumers (Bick, 2011). In practice,
EBP is a process encompassing a series of sequential steps: identifying a clinical
problem and translating it into an answerable question, sourcing best available
evidence relevant to the clinical problem, appraising the evidence for its
methodological rigor before translating the resultant findings into EBP (RycroftMalone et al., 2004).
1

For midwives, EBP reflects a competent, professional midwife who provides
day-to-day midwifery care that is supported by latest evidence, aligning routine
interventions and practices accordingly.
Although easily described, translating best available evidence into EBP is
known to be complex and where latest evidence is recognised but not used in
everyday care, a gap has been conceptualised (De Leo, Bayes, Geraghty, & Butt,
2019). This gap reflects not only a delay in the uptake of new EBPs, but also the gap
between knowledge producers and end users (Rycroft-Malone et al., 2016b). In
midwifery, most midwives are motivated to employ EBP in their daily tasks yet
report challenges when trying to initiate practice change activities (Hogan, Barry,
Burke, & Joyce, 2011; Toohill, Sidebothom, Gamble, Fennwick, & Creedy, 2017).
Seemingly, midwives are left to implement EBP instinctively, with no assurance of
successful outcomes or support along the way (Bayes, Juggins, Whitehead, & De
Leo, 2019). The significance of this problem highlights the need for this research,
and the development of strategies and possible interventions that will support
midwives to efficiently employ EBP in maternity services. The anticipated benefits
of these activities will extend beyond midwives, to positively impact all maternity
care providers and the care delivered to women and their newborns.
The magnitude of the evidence-to-practice gap problem has stimulated a
surge in literature on various issues regarding the translation of latest evidence into
healthcare environments, with terminologies such as knowledge utilisation,
knowledge translation and knowledge exchange developed to explain this
complicated process (Graham, Kothari, & McCutcheon, 2018; Tucker, 2017).
Additionally, where the evidence-to-practice gap was historically considered a
simple failure to disseminate new knowledge (i.e. knowledge users not aware of
best available evidence), it is now recognised as multi-dimensional and for clinicians
a challenging course (Hunter, 2013). Inevitably, without processes to efficiently
translate new knowledge into EBP, the act of evidence informed care will remain
sub-optimal, compromising the quality and service delivery of global maternity care
(Mairs, McNeil, McLeod, Prorok, & Stolee, 2013).
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To better understand the issues associated with implementing evidencebased change, I sought to better understand how and why change occurs, or
flounders, in the normal functioning of everyday midwifery practice. I considered
this to be the ideal platform from which to begin this study, anticipating this would
provide valuable insight into the challenges of implementing EBP in maternity
contexts. In this introductory chapter I present the constituent parts of the study
presented in this thesis; establishing the research rationale, the context of the
research, significance of the study, the key terms and language that will be used
throughout and I will present the study aim and objectives. Finally, the chapter
presents an overview of the structure for this thesis.

Theorising change in midwifery
The concept of theorising change began in the 1940’s, with both Lewin and later
Whitehead publishing work on social change and changing human behaviour
(Lewin, 1946; Whitehead, 1949). Lewin developed a three step process: Unfreeze,
free, refreeze; which describes change as a transitional process characterised by
unfreezing old behaviours, introducing new ones and subsequently re-freezing
them so new behaviours become routine activity (Lewin, 1946). Comparatively,
Whitehead’s view towards change was organic and implied change could only occur
if and when individuals were ready (Whitehead, 1949). Despite their differences,
both views are considered pivotal to the evolution of change theories and the
process of defining how change occurs regarding human behaviour (Bowman,
2018).
Nearly 10 years after its conception, alternative versions of Lewin and
Whitehead’s seminal work on theorising change emerged as researchers proposed
new insights into their original claims. These theories differed in their assertion
that individuals and systems undergoing change must first be convinced that
change is necessary (Lippitt, Watson, & Westley, 1958). This confirmed that
initiating change not only involved identifying the need for change, but also the
desire to both change and resolve the problem (Lippitt et al., 1958). Since then,
work by several change theorists have continued to build on these seminal works
and further refine the process of creating sustained change. Kemmis and
3

McTaggart (1988) described the process of change as a series of four distinct steps,
portrayed through iterative cycles of planning, action, observation and reflection.
Similarly, Prochaska and DiClemente identified a five-stage approach to change,
which outlined a series of actions that involved pre-contemplation, contemplation,
preparation, action, and maintenance (Prochaska, DiClemente, & Norcross, 1992).
These stages were considered to spiral, with individuals able to enter, leave and reenter the stages at any point of the process (Prochaska et al., 1992). Together,
these influential works provide a foundation for theorising change, however as
society continues to advance and introduce more complex systems of activity,
alternative theories have emerged to theorise change from an organisational
perspective.
Organisational behaviour theories are relevant considerations when exploring
the complexities associated with the evidence-to-practice gap problem in maternity
care. Theories associated with organisational behaviour attempt to define how
individuals relate to each other and respond to situations in the workplace,
particularly within the context of implementing change (Ferlie, Fitzgerald, & Wood,
2000). There are four complementary perspectives regarding organisational
behaviour, each having a strong connection with EBP. First, open system
perspectives identify the permeable relationship between organisations,
stakeholders and the external environment (Denison & Mishra, 1995). Second,
learning perspectives (also referred to as knowledge management) recognise
knowledge as the main driver of organisational change, with the belief that
organisational learning contributes to the efficiency and functioning of
organisations (Yeo, 2002). Third, High Performance Work Systems (HPWS), which
accept the value of human capital: the knowledge, skillsets and abilities of
individuals to provide quality healthcare in collaborative work environments
(Leggat, Bartram, & Stanton, 2011). Last, the value of attaining a stakeholder
perspective, which includes the needs and expectations of individuals who affect, or
are affected by, the overarching goals and activities of the organisation (Mahadkar,
Mills, & Price, 2012; McGrath & Whitty, 2017). When combined, these four
complimentary perspectives on organisational behaviour theories are linked in their
capacity to accelerate organisational change, which in turn improves the efficiency
4

of organisations and the interplay between individuals, the local context and the
wider healthcare system. Arguably, the starting point for implementing EBP lies in
acquiring in-depth knowledge of these relationships and how change theories can
be applied to the evidence-to-practice gap problem in midwifery.
The different perspectives presented on theorising change provide insight into
how change theories continue to evolve and impact change activities from both
individual and organisational perspectives. However, given the scope of the
evidence-to-practice gap problem, it is important to explore the field of
Implementation Science (IS): a scientific discipline that aims to promote the timely
adoption of EBP in clinical environments (Nilsen, 2015).

Implementation Science in midwifery
Implementation Science (IS) describes a process of translating new scientific
knowledge into evidence informed care (Tabak, Khoong, Chambers, & Brownson,
2012). This comprises over 60 theories and many frameworks and models, all of
which contribute to defining and supporting the process of evidence
implementation in healthcare (Gallen, Kodate, & Casey, 2019). Fundamentally, IS
aims to address the evidence-to-practice problem by providing possible solutions to
the delay between research production and its implementation in clinical
environments (Westerlund, Sundberg, & Nilsen, 2019).
Implementation Science methods for evidence implementation often overlap
with Quality Improvement (QI) processes in healthcare, although there are some
notable differences. While QI is targeted at the provider, practice environment or
healthcare organisation, IS focuses on addressing the gap between knowledge
producers and knowledge users (Bauer, Damschroder, Hagedorn, Smith, &
Kilbourne, 2015). In this context, IS has triggered a relatively new aspect of
evidence implementation: Integrated Knowledge Translation (IKT). Integrated
Knowledge Translation combines knowledge users with knowledge producers,
creating a partnership that works towards improving the adoption of clinical
innovations in healthcare (Gagliardi, Berta, Kothari, Boyko, & Urquhart, 2016). This
collaborative style of research has also been associated with Action Research (AR)
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projects, where evidence suggests involving persons responsible for patient care in
the production of scientific knowledge, leads to practical research and better
utilisation where it is intended (Nymann, Bondas, Downe, & Berg, 2013).
A possible solution to the evidence-to-practice gap in maternity services may
lie in moving towards an era of IKT, where collaborations between researchers and
stakeholders of EBP will see the development of interventions and practices that
are applicable to clinicians working in clinical areas (Mairs et al., 2013).
Undoubtedly, the discipline of midwifery is a key stakeholder in such collaborations
and this study provides a pivotal opportunity to work in partnership with midwives
towards the development of a new process that will improve the quality of
maternity services and adoption of EBP in clinical areas.

Significance of the study
From a global perspective healthcare systems continue to perform below
acceptable levels in regard to service delivery and the expected health outcomes of
consumers (Lau et al., 2016). While there is always some degree of inconsistency in
the adoption of EBP, the proportion of consumers receiving sub-optimal care
remains objectionable. Arguably, midwives are well placed to lead practice change
activities and promote the adoption of EBP, yet many midwives report uncertainty
in how to translate latest evidence into evidence informed care (De Leo et al., 2019;
Hunter, 2013).
In Australia, midwifery legislation mandates the use of evidence-based
midwifery practice as part of midwives professional obligation to provide quality
maternity care based on best available evidence (NMBA, 2018). However, as
research continues to afford midwives new evidence to inform their clinical
practice, new EBPs remain ineffectually implemented (Lau et al., 2016).
Subsequently, women and newborns may at times be subjected to potentially
harmful interventions or sub-optimal care (Miller et al., 2016). Over the last two
decades numerous implementation strategies have been employed to facilitate the
process of evidence implementation (Geerligs, Rankin, Shepherd, & Butow, 2018).
However, a shortage remains in both research and literature regarding the use of
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such strategies within the discipline of midwifery. Therefore, considerations for the
actions needed to efficiently implement EBP into clinical areas should be a priority
focus for maternity leaders and midwives, who acknowledge that like other
professions the pathway from evidence-to-practice remains a challenging process
for midwives (Parker, Lieschke, & Giles, 2017).
This thesis presents an in-depth study exploring the challenges midwives
experience when trying to implement new EBPs into clinical areas. The barriers and
facilitators of evidence-based change are considered, followed by the individual,
local and organisational factors that influence the outcomes of practice change
projects in maternity services. The overarching purpose of this study was to form a
collaborative working partnership with midwives to develop the blueprint for an
evidence implementation resource. Long-term, it was anticipated this resource
would provide midwives with a clear process and the support needed to address
the evidence-to-practice gap problem, while raising the profile of midwives as
change leaders of EBP in Australian maternity services. In the short-term, this study
focused on preparing midwives for implementing new innovations in clinical areas,
providing them with the tools needed to lead a practice change initiative,
implement sustained changes to clinical practice and champion for evidence-based
change.

Overview of the thesis
This thesis reports midwives’ views and experience of implementing EBP in clinical
areas. The primary aim of the study was to work collaboratively with midwives to
develop an evidence implementation resource, designed to provide clear direction
for midwives wanting to implement new EBPs in clinical areas. To achieve this an
overarching research question was developed:
“What factors and other tools need to be considered in the design of an evidence
implementation resource for midwives?”
To answer this question, the following three objectives were set:
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1.

To explore the experience of midwives who have tried to implement new
EBPs in clinical areas;

2.

To establish the key factors that help or hinder evidence-based change in
midwifery contexts; To co-develop the blueprint for an evidence
implementation resource for midwives wanting to initiate evidence-based
change in clinical areas; and

3.

To begin to address the evidence-to-practice gap problem in Australian
maternity services (It is acknowledged that this objective cannot be easily
measured as it will be based on the anecdotal commentary and feedback
provided by participants upon closure of this study).

The research conducted throughout this study was guided by the
philosophical underpinning of Critical Realism (CR) and the methodology Action
Research (AR). Data were collected from eight midwifery leaders and nine
practicing midwives between July 2019 and April 2020, who collectively agreed that
a web-based resource designed to support midwives implement EBP in clinical
areas, would be the ideal platform for midwives working in any maternity context.
Although various other strategies were explored (ie. The development of a hard
copy manual, poster or staff development education session), none were
considered optimal or preferred by the majority of participants.
The three higher order codes that were developed from all data collected
throughout this study characterise the findings reported in this thesis. They are as
follows: “It’s hard to overcome the resistance towards new EBPs, midwives are
passionate yet reticent towards leading practice change”, “Inter-disciplinary
collaboration and organisations supportive of change are key to improving
implementation processes for midwives”, and “To lead practice change initiatives,
midwives require knowledge of system-level change and a clear process for
evidence implementation.” The timetable for this study is presented below.
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Date
July 2019

August 2029

Sept - Dec

Action
Consultation 1: Planning phase
A preliminary review and integrative review of the literature
were conducted, with the findings used to inform the key
concepts of the study and subsequent stakeholder advisory
group introductory meeting.
First convene of the stakeholder advisory group (comprising WA
midwifery leaders).
• Introductory focus group session and discussion of
intended outcomes for the project.
• Face-to-face interviews conducted for members of the
advisory group who could not attend the focus group
discussion.
• A web-based tool identified as the preferred option for a
midwifery specific resource.
• Analysis of qualitative data by the candidate and research
team, with findings used to inform the development of
the discussion points and questions used in consultation
two.

May-July 2020

Consultation 2: Action phase
• Recruitment of practicing midwives via the ACM to
participate in discussions regarding the development of
an EBP resource.
• An online platform determined as the most appropriate
strategy for the design of a resource for midwives.

Aug-Sept 2019

Consultation 3:
• Two senior learning advisors approached to brainstorm
and assist with the development of a web-based
evidence implementation resource.

Nov-Dec 2019

Consultation 4:
• In consultation with participants, the blueprint for an
evidence implementation resource commenced
• Blueprint circulated to all participants for review and
feedback.
• Amendments made to the resource blueprint following
feedback.

Jan-April 2020

Observation phase
• Study findings compared with the resource blueprint
• Continued refinement of the resource.
• Ongoing communication with all participants.

May-June 2020

Reflection phase
• Reflection of the research journey and outcomes
achieved with participants.
• Final communication with participants and closure of the
study.
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July-Aug 2020

Evaluation phase
• Evaluation of the degree to which the study aims and
objectives were met
• Review of the final iteration of the resource
• Debrief with the supervisory panel.

Overview of the thesis structure
This thesis comprises seven chapters and includes two peer-reviewed publications
and one publishable manuscript currently under review. A brief overview of each
chapter follows:
Chapter One: Presented above, introduces the phenomenon of interest, the
problem and the gap in knowledge that this study fills, the overarching aims of the
study and formulation of the research question, the methodology and the structure
of this thesis.
Chapter Two: Presents an integrative review of the literature and confirms
the need for this study. A publication titled: “Midwives’ use of best available
evidence: An integrative review” (paper one) is included.
Chapter Three: Identifies Critical Realism (CR) as the philosophical
underpinning of this study and Action Research (AR) as the methodology employed
to guide the research process. Pertinent issues surrounding the chosen
philosophical framework are discussed, as is the rigor and appropriate selection of
the research approach.
Chapter Four: Provides an explanation of the methods and study design
selected for this study. A justification of the participant recruitment process,
sample and population characteristics are presented. Data collection and analysis
methods are outlined, the process of intervention development is described and
the ethical research considerations are presented.
Chapter Five: Presents the core findings that emerged from analysis of the
data. Also included are two manuscripts (one of which has been accepted for
publication at the time of writing). Paper two titled: “Midwifery leaders views on
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the factors considered crucial to implementing evidence-based practice in clinical
areas” presents midwifery leaders’ opinions of leading practice change and the
factors that contribute to successfully embedding new EBPs in clinical areas. Paper
three (currently under review), titled: “Exploring the usability of the COM-B and
Theoretical Domains Framework (TDF) to define the underlying helpers and
hindrances of evidence-based change in midwifery” provides insight into the
feasibility of combining a behaviour change theory with a context assessment tool
to diagnose the helpers and hindrances of evidence-based change in maternity
services.
Chapter Six: Explores my interpretation of the findings within a critical realist
framework: The empirical, the actual and the real domains. Also discussed are the
unique contributions this study provides to the discipline of midwifery and the
wider academic community, as well as the study limitations.
Chapter Seven: Concludes the study. The degree to which the study aim and
objectives were achieved is considered, as is the extent to which the research
question was answered. Recommendations for clinical practice, education and
future research are discussed. Last, is the final summary of my research journey
and personal reflection.

Summary
This chapter has broadly set the scene in relation to the existent evidence-topractice gap in midwifery, introducing the overarching aim and objectives of this
study.
Having established the context of the study being reported, chapter two
presents a detailed literature review on midwives’ use of best available evidence
practice. A peer reviewed publication titled “Midwives’ use of best available
evidence in practice: An integrative review” is featured in chapter two, which
clearly highlights the gap in knowledge that the current study was designed to help
resolve.
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Chapter Two: Literature Review

Introduction
In this chapter I present a detailed review of the literature, confirming what is
known about midwives’ use of best available evidence in practice. The purpose of
conducting this literature review was to confirm what is known about midwives’
efforts to implement EBP and to identify what remains unknown about
implementing evidence-based change in midwifery contexts. This enabled me to
identify a knowledge gap regarding this issue, which in turn justified the need for
the study reported in this thesis. First, a preliminary review of the resources and
other strategies midwives’ reportedly employ to initiate EBP is presented. The aim
of conducting this preliminary review was to explore what is known about
midwives’ experience of using IS tools to initiate evidence-based change in
midwifery contexts. This was achieved, however given the numerous theories and
frameworks that currently exist to support the implementation efforts of healthcare
providers, there remains a relative paucity in publications on the usability of these
tools and their application in midwifery contexts. Although insightful, the
knowledge developed from this preliminary review required further investigation.
Subsequently, an integrative review of the literature was conducted to obtain a
deeper understanding of what is known about midwives’ use of latest evidence in
clinical practice. This included identification and review of all existing literature
relating to midwives’ use of best available evidence in clinical practice. My
published integrative review, titled: “Midwives’ use of best available evidence in
practice: An integrative review”, then follows. The chapter concludes with
identification of the knowledge gap that the current study addresses, and the
formulation of a research question.
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Preliminary review of the literature
In September 2018, a preliminary review of the tools and other strategies midwives’
employ to initiate EBP was conducted. The objectives were as follows:
1.

To explore midwives experience of using implementation tools and other
strategies to implement new EBPs;

2.

To identify what is known about midwives’ efforts to implement EBP and
what remains unknown, and

3.

To report on midwives attitudes towards existing implementation tools in
practice.

A preliminary review question was developed using the Setting Perspective
Intervention Comparison Evaluation (SPICE) framework (Booth & Brice, 2004):
“What are midwives’ experiences of using implementation tools to implement
evidence-based change in clinical areas?”. The SPICE framework was specifically
chosen for its reference to intervention when designing a review question (Booth,
Sutton, & Papaioannou, 2016). Guided by the key words and search terms derived
from the preliminary review question, I created a search string using electronic
truncation and synonyms, which is presented below (Figure 1).

Figure 1:

The search string created using electronic truncation and synonyms
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The search string was entered into the following databases: CINAHL, Medline,
and PubMED. Inclusion and exclusion criteria were established and applied to the
initial search process. These criteria were as follows:
Inclusion Criteria:
•

Literature published between 1998 – 2018, which reflects the time frame
in which midwifery research publications in peer reviewed journals has
increased exponentially;

•

Qualitative or quantitative research studies, including case studies and
mixed method studies, systematic reviews and original research;

•

Studies relating to midwifery, midwives or maternity care providers; and

•

Studies reported in English language.

Exclusion Criteria:
•

Literature outside the field of healthcare;

•

Studies published in languages other than English; and

•

Grey literature.

The initial search retrieved only one (n=1) article relevant to the profession of
midwifery. Therefore, following discussions between the supervisory team the
inclusion criteria was revised to include other healthcare professionals (for example
nurses, doctors, obstetricians and obstetric nurses), which increased the volume of
articles retrieved.

Screening
Screening of the literature was guided by a series of articles published by the
Joanna Briggs Institute (JBI) on the process for conducting a systematic review of
the literature (Aromataris & Pearson, 2014). These articles outline a step-by-step
approach to searching and synthesising evidence, which informed the steps
undertaken in this preliminary review. Initial screening of the literature was
conducted by entering the above search string into several web-based platforms
purposely selected by myself for their reference to midwifery issues or maternity
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care (CINAHL, Medline and Implementation Science Journal). This was followed by
less complex searches that were conducted by entering keywords from the
preliminary review question into other databases deemed relevant by myself and
the supervisory team (The Cochrane Library, Emerald Journals & Books, Google
Scholar and Taylor & Francis online). The screening process was completed by a
manual search by citation in significant midwifery journals (e.g. “Midwifery” and
“Women and Birth”). A total of 1,737 articles were retrieved during the search and
screening process, 18 articles were retained for full-text review, from which six
were deemed suitable for quality appraisal. These articles were exported into a
reference management system (Endnote) for tracking purposes. Throughout the
screening process, articles that did not meet the exclusion criteria (ie. literature
outside the field of healthcare, studies published in languages other than English,
and grey literature) or did not resonate with the review question were excluded
during the screening process.

Quality appraisal
The six articles retained from the initial search and screening process were
evaluated by myself in consultation with the supervisory team against the relevant
Critical Appraisal Skills Program (CASP) tools (Singh, 2013). Articles were assessed
for their quality and rigor against a checklist that addressed each article’s validity,
logic and credibility. An example of the checklist questionnaire is presented below
(Table 1).
Table 1:

An example of the Critical Appraisal Skills Program (CASP) checklist
questions

CASP Questions

Yes

1.

Was there a clear statement of the aims of the
research?

2.

Is the methodology appropriate?

3.

Was the research design appropriate to address
the aims of the research?

4.

Was the recruitment strategy appropriate to the
aims of the research?
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No

Can’t
tell

5.

Was the data collected in a way that addressed
the research issue?

6.

Has the relationship between the researcher and
the participants been adequately considered?

7.

Have ethical issues been taken into consideration?

8.

Was the data analysis sufficiently rigorous?

9.

Is there a clear statement of findings?

10. How valuable is the research?

Quality appraisal outcomes
The search and screening process using the CASP tool resulted in two studies
deemed suitable for inclusion in the review (Bayes, Fenwick, & Jennings, 2016;
Phillips et al., 2015). This confirmed a scarcity of published literature relevant to
the preliminary review question and midwifery context. Therefore, following
discussion with the supervisory team the search string was modified to include the
terms: “nurse”, “doctor”, “obstetrician” and “maternity care provider”. This action
was supported by Fairbrother, Cashin, Mekki, Graham, and McCormack (2015) who
suggest that although midwives practice a unique healthcare service, the
philosophical underpinnings and practice of nursing and allied health show similar
values in best practice care and support of EBP. A secondary web-based search
using the initial databases (CINAHL, Medline, MIDIRS and Implementation Science
Journal) was conducted, however no further articles were sourced. Presented
below is the final search process and outcome (Figure 2).

Possible papers for inclusion identified through database search
(n=1,737)

Articles excluded by selection criteria
(n=1,686)

Articles retained for screening by title and abstract
(n=51)
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Articles retained for full text review
(n=18)

Full-text articles retained for critical appraisal
(n=6)

Articles excluded following critical appraisal
(n=4)

Studies included in review synthesis
(n=2)
Figure 2:

A flow diagram of the search process

Thematic analysis of the data
Thematic analysis of the literature was thought the most suitable method for data
extraction as this approach permits the reviewer to reflect and compare data sets
from different sources, making it the preferred method for conducting a preliminary
review (Whittemore & Knafl, 2005). The first included paper, authored by Bayes et
al. (2016), reported on the applicability of an established IS tool (the UK NHS Spread
and Adopt Tool), to assess Australian midwifery contexts readiness for practice
change. The tool was trialed by 22 midwives who had each implemented an
evidence-based intervention in their workplace. Focus groups were used to collect
data from participants on the suitability of the tool for midwifery contexts. Three
themes emerged from data analysis: A web-based tool can be problematic; wording
of the tool is not user-friendly or appropriate for midwifery contexts; and although
novel the tool was useful for initiating practice change. Study limitations included
the small sample size and the representation of midwives from only two states of
Australia. Bayes et al. (2016) concluded that implementation resources may
provide guidance for midwives wanting to implement practice change, however
recommended that existing IS resources be re-tested to establish their suitability for
midwifery contexts.
The second of the two papers included in this review was by Phillips et al.
(2015), who reported on a qualitative study exploring the usability of the
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Theoretical Domains Framework (TDF) (Cane, O'Connor, & Michie, 2012) in clinical
environments. Set in Australia, participants were recruited from a variety of
healthcare disciplines (for example: doctors, nurses, occupational therapists and
pharmacists), having used the TDF on various implementation projects. Participants
were interviewed about the TDFs relevance and usability in practice. Three themes
were identified during data analysis: reasons for use of the TDF (facilitated
increased user confidence, offered a broader perspective and theoretical
underpinnings); challenges to the operationalisation of the TDF (lack of time and
resources, unfamiliarity of the TDFs framework); and thoughts on future use in
clinical settings (modification to the framework and clinician training to guide the
TDFs use in practice). Study limitations included disclosure that participants were
interviewed by their peers and the study did not consider or report explicitly on
what aspects of the TDF were most useful. Overall, although deemed useful the
TDF’s usability in practice settings remained ambiguous, thus further research was
recommended to confirm the TDFs suitability in practice.

Findings
A total of 32 interpretive findings were extracted from the two papers included in
the preliminary review. These findings were grouped into six sub-categories, which
were collapsed into two major categories that together represent what is known to
date about midwives’ use of implementation resources in clinical areas (Table 2).
Table 2:

An overview of the data analysis process

Interpretive findings
•

‘Access challenges’

•

‘Inefficient internet connectivity’

•

‘Barriers to workplace internet
connectivity’

•

‘I just could not get into it [the
online platform]’

•

‘We could not progress to the tool’

•

‘The tool was unapproachable’

•

‘Tool was too generic for midwifery’

•

‘Lacked functions specific to
midwifery’

Sub-categories

Major categories

(1) A web-based tool
can be problematic

(1) Implementation
tools are unfamiliar,
complex and ‘not
quite right’ for
midwifery contexts
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Interpretive findings

Sub-categories

•

‘I don’t really understand it [the
tool]…the language is different’

•

‘It’s all a bit open to interpretation’

•

‘Perceived overlapping of functions’

(2) Language is not
user-friendly or
appropriate for
midwifery contexts

•

‘Hard to tease out what I wanted it
[the tool] to do’

•

‘Difficult to analyse the
effectiveness of the tool’

•

‘The questions are very generalised’

•

‘The language complex, not
resonating with midwifery’

•

‘It’s time consuming and labour
intensive’

•

‘I just didn’t have time to use it in
practice’

•

‘It took a little while to get my head
around it’

•

‘Repetitive’

•

‘Unfamiliar and complex language’

•

‘I had to concentrate hard to make
meaning of the statements’

•

‘The tool was valuable with varied
capabilities’

•

‘It’s very useful for making you think
about things you hadn’t previously
considered’

•

‘The tool was useful, but not quite
right’

•

‘The tool highlighted areas we had
not thought of’

•

‘Applied a systematic approach to
problem solving’

•

‘A comprehensive, theory driven
process’

•

‘The tool gave me confidence’

•

‘The tool’s broad application has
capabilities across a variety of
settings’

•

‘Flexible and possibly transferrable’

•

‘[The tool] broadened my
understanding of how to implement
an intervention’

Major categories

(3) Implementation
Science (IS) tools are
unfamiliar and
complex

(4) Implementation
Science (IS) tools are
novel but useful

(5) Support for use

(6) Future application
of Implementation
Science (IS) tools
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(2) Implementation
Science (IS) tools are
useful and
systematic, with
broad perspectives
and theoretical
underpinnings

Interpretive findings
•

Sub-categories

Major categories

‘Theoretical underpinning gives
substance to the implementation
process’

Major category one: Implementation Science (IS) tools are
unfamiliar, complex and ‘not quite right’ for midwifery contexts
The first major category is labelled “Implementation tools are unfamiliar, complex
and ‘not quite right’ for midwifery”. The findings described the challenges
midwives and other healthcare providers experienced when using implementation
tools derived from IS to initiate practice change. Feelings of frustration and
confusion relating to the unfamiliar language and complex design of IS tools were
commonly expressed by participants, who struggled to apply IS tools to their
practice change projects (Phillips et al., 2015). Other operationalisation challenges
included IS tools being reported as too generic, time consuming and resource
intensive for midwives working in practice environments (Bayes et al., 2016). One
participant voiced “the wording needs to be simplified…it’s really hard to decipher
the meaning of the statements and narrow them down to a midwifery focus” (p.
242). Another midwife participant commented on the applicability of an IS tool she
had trialed, stating “it’s not specific enough for us…or user-friendly” (p. 242).
Sub-category 1: A web-based tool can be problematic
This sub-category describes the challenges voiced by participants when using webbased resources. Particularly, this highlighted the challenges experienced by
geographically isolated midwives, whose internet connectivity was poor or
unreliable, as one participant reported the difficulty she experienced: “there was no
opportunity to save your answers part way through” (Bayes et al., 2016, p. 242).
Another participant described her frustration with website “firewalls”, which
limited her access to online resources at work: “we could not progress to the tool in
clinical areas” (p. 242). Similarly, other healthcare providers commented on
technical issues, feeling challenged by the language and perceived repetitiveness of
web-based resources, as one participant commented “there was a huge over-lap
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between functions, which made it repetitive and far too complicated for what I was
trying to do” (Phillips et al., 2015, p. 143). Also noted by another participant was
the unsuitability of online resources in practice settings: “I would have loved to use
it, but we don’t have enough work stations with computers to access online
resource” (Phillips et al., 2015, p. 143). However, these issues were largely resolved
when participants accessed web-based resources in their own time from personal
computers (Bayes et al., 2016).
Sub-category 2: Language is not user-friendly or appropriate for midwifery
contexts
The majority of participants viewed IS tools as too generic for midwifery contexts
(Bayes et al., 2016; Phillips et al., 2015). One participant reported the language to
be “very generalised and did not reflect midwives or midwifery” (Bayes et al., 2016,
p. 242). Unfamiliar and complex language were challenges for others also, as one
participant commented “the language is a bit different to what I’m used to” (Phillips
et al., 2015, p. 142).
Sub-category 3: Implementation Science (IS) tools are unfamiliar and
complex
Several challenges were identified from the findings reported in this category.
Inadequate time and a lack of resources were issues identified by Phillips et al.
(2015), as illustrated by one participant who stated “I would have loved to have
used it [the TDF]…but I just didn’t have the time to do that” (p. 142). The
functionality of using IS tools in practice was also reported on by another
participant, who stated “there was considerable overlapping between the functions,
which made it too complicated…and unwieldy” (p. 142). Other challenges included
the complexity of IS tools and their functionality in practice: “I don’t really
understand it…it wasn’t clear to me how the domains should be interpreted or used”
(p. 143). The generic design of IS tools also caused confusion for several
participants, who stated: “it’s all a bit open to interpretation” and “[it depends] on
what lens you’re looking through” (p. 144). In the study by Bayes et al. (2016),
participants reported challenges when assessing the effectiveness of IS tools and
their capacity to evaluate outcomes. This was exemplified by one participant who

21

voiced she was “getting good results…but it was hard to know whether that was a
result of the tool or our efforts” (p. 243). Notably, the IS tools reported on in this
review were derived from non-midwifery backgrounds and were both deemed too
generic and not appropriate for midwifery contexts.

Major category two: Implementation Science (IS) tools are useful
and systematic, with broad perspectives and theoretical
underpinnings
The majority of participants were of the opinion that IS tools improved the uptake
of new interventions and were useful to clinicians wanting to initiate practice
change in clinical areas (Bayes et al., 2016; Phillips et al., 2015). Similarly,
participants expressed an increase in confidence and knowledge regarding
implementation processes, reporting IS tools provided a comprehensive framework
for implementing EBP in the workplace (Bayes et al., 2016; Phillips et al., 2015).
Further, IS tools were able to highlight areas not previously thought of and provided
a systematic process to implementing change in practice environments (Phillips et
al., 2015).
Sub-category 4: Implementation Science (IS) tools are novel but useful
Authors of both papers included in this review reported that despite challenges, all
participants were enthusiastic and reported IS tools to be useful when applied to
clinical innovation projects (Bayes et al., 2016; Phillips et al., 2015). This was
attributed to the broad perspectives and flexibility the tools offered when applied
to various practice change projects.
Sub-category 5: Support for use
Both studies reported participants’ expressed an increase in confidence when
undertaking projects using resources from the field of IS (Bayes et al., 2016; Phillips
et al., 2015). This was exemplified by one midwife participant, who stated “the tool
highlighted areas we just hadn’t thought of” (Bayes et al., 2016, p. 243). Another
benefit identified by one participant was the perceived benefit of using an IS tool
underpinned by theory, as she commented “theory gave substance to the
project…and it seemed more credible” (Phillips et al., 2015, p. 142). These were
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considered positive features of IS tools and were consistent findings between the
two papers included in this review.
Sub-category 6: Future application of Implementation Science (IS) tools
Both papers included in this review indicated all participants would use an IS tool on
future implementation projects, with a number of participants offering strategies to
resolve some of the challenges raised (Bayes et al., 2016, p. 243). Collectively,
participants from both reviews agreed that consideration for time, resources and
the applicability of IS tools in clinical areas would facilitate their use in practice.
Notably, both articles highlighted a lack of implementation resources specific to
midwifery contexts. Bayes et al. (2016) addressed this issue, suggesting midwives
may benefit from a midwifery-specific evidence implementation tool, designed for
midwifery purposes and the varied contexts in which midwives work.

Discussion
This review explored the literature concerning midwives experience of using IS tools
to implement a sustained practice change in clinical areas. Following the search
and screening process, two articles were assessed to be relevant for inclusion. Two
major categories emerged during data analysis that together characterise the
experiences of participants who had employed IS tools to implement a clinical
innovation into practice environments. Although a systematic and thorough search
of the literature was performed, only one article pertinent to midwives experience
of using IS tools was identified (Bayes et al., 2016). The paucity of published
literature led me to question how midwives currently implement evidence into
practice, given publications relating to the review topic were near non-existent.
Notably, the review was broadened to include other healthcare professions,
however no additional literature was sourced.
The first synthesised finding “Implementation Science (IS) tools are unfamiliar,
complex and ‘not quite right’ for midwifery contexts” provides valuable insight into
the perceived unfamiliarity of IS tools in midwifery and the challenges midwives’
experience when applying IS tools to practice change projects in clinical areas. In
their study investigating healthcare providers use of the TDF, Phillips et al. (2015)
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found participants felt disadvantaged by having limited knowledge of
implementation processes and described the language of existing IS tools to be
“unfamiliar and complex” (p. 142). Other challenges voiced by participants highlight
the unsuitability of existing implementation tools, describing them to be
“unnecessarily complicated and too resource intensive in practice environments” (p.
144). These findings are supported by Spooner, Aitken, and Chaboyer (2018), who
reported multiple shortcomings with the Knowledge-to-Action (KTA) framework, an
IS tool offering a structured approach to knowledge translation in practice.
Participants from various disciplines made comment that the KTA framework
“lacked sufficient guidance to troubleshoot issues that arose during the
implementation and evaluation process”, criticising the tool for being “too generic
and lacking capabilities specific to the needs of nurses in practice environments” (p.
7).
The second synthesised finding “Implementation Science (IS) tools are useful
and systematic, with broad perspectives and theoretical underpinnings” confirms
that despite the implementation challenges experienced by participants, resources
that facilitate evidence implementation are considered valuable by midwives and
other healthcare providers. This is exemplified in a project undertaken by
Australian midwives who reported on the value of using an IS tool to ensure a
systematic approach to knowledge translation (Fenwick, Toohill, Slavin, Creedy, &
Gamble, 2018). Participants in Fenwick and colleagues’ study expressed “a
significant increase in knowledge, skill level and confidence” (p. 8) when using an
adapted IS framework to guide the implementation process. Likewise, a systematic
review of the Consolidated Framework for Implementation Research (CFIR) (Kirk et
al., 2016), reported healthcare providers expressed increased confidence and
improved project outcomes when implementing practice change using resources
informed by theory.

Identification of the knowledge gap
The aim of conducting the preliminary review was to explore what is known about
midwives’ experience of using IS tools to initiate evidence-based change in
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midwifery contexts. This was achieved, although further investigation was
conducted to obtain a deeper understanding of what is known about midwives’ use
of latest evidence in clinical practice. The outcomes of this research were accepted
for publication in 2019 in the Journal of Clinical Nursing, titled: “Midwives’ use of
best available evidence in practice: An integrative review”. Although the selected
Journal is not specifically a midwifery journal it is known in the profession for
publishing content that concerns or is highly relevant to midwifery; it is also an
international journal and takes account of the fact that in many parts of the world,
midwives are known as nurses. A full-text version of the paper is provided below.
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Paper one: De Leo, A.D., Bayes, S., Geraghty, S., & Butt, J. (2019). Midwives’
use of best available evidence in practice: An integrative review. Journal of Clinical
Nursing. doi:10.1111/jocn.15027
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The integrative review presented in this chapter clearly articulates that
further research was required to both identify and confirm what is known about
midwives’ use of best available evidence in practice. The gap in knowledge
identified in this review informed the formulation of the following research
question, which the current study was designed to answer:
“What factors and other tools need to be considered in the design of an evidence
implementation resource for midwives?”
To answer this question, the following four objectives were pursued:
1.

To explore the experience of midwives who have tried to implement new
EBPs in clinical areas;

2.

To establish the key factors that help or hinder evidence-based change in
midwifery contexts;

3.

To co-develop the blueprint for an evidence-implementation resource for
midwives wanting to initiate evidence-based change in clinical areas; and

4.

To begin to address the evidence-to-practice gap problem in Australian
maternity services.

Summary
In this chapter I have presented the knowledge gap that the current study was
designed to help address in relation to midwives’ use of best available evidence in
practice. Discovery of this gap in knowledge occurred through two literature
reviews. Together, the reviews of existing literature confirmed that while midwives
had been reported to value EBP, best available evidence was not always practiced in
everyday midwifery care. A range of factors were found to contribute to this issue,
which hindered midwives ability to provide high-quality midwifery services in
clinical areas. Significantly, the information in this chapter has highlighted the
potential for obsolete maternity care when best available evidence fails to translate
into everyday practices.
Also discussed in the chapter is the relative paucity of studies that consider
how to improve the current uptake of EBP in clinical areas. While the studies
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referenced in this chapter confirm the sub-optimal use of scientific evidence in
practice environments, literature pertaining to the processes midwives employ
when initiating evidence-based change is scarce. Thus, the evidence-to-practice
gap problem in maternity care remains a global issue. This confirms the need for
research into processes that support midwives’ efforts to implement EBP, which will
add to the existing body of midwifery knowledge and begin to address the
persistent evidence-to-practice gap in Australian maternity services.
Having now defined the research question and objectives, the methodology
and methods that underpin this study will now be discussed in chapter three. The
choice of Action Research methodology and Critical Realism to establish my
philosophical position are explained and defended and their value in the current
study is described.
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Chapter Three: Methodology

Introduction
In chapter two, a preliminary review and an integrative review of the literature
were presented. Together these confirmed a knowledge gap exists regarding what
factors and other tools midwives require to improve the current uptake of EBP in
clinical areas. In this chapter, I present the philosophical and theoretical
underpinnings of the research inquiry reported in this thesis. The contrasting
paradigms, strengths and limitations of the chosen methodology, my positionality
and reflexive approach to the research inquiry, and the methodological rationale
are also clearly described.
Critical realism was selected as the philosophical framework for this study and
action research was deemed the most suitable methodology. A qualitative
approach was employed to ensure the study design resonated with the overarching
purpose of the research, while fostering the formation of a meaningful partnership
between myself and the participants. The origin and positioning of CR and AR in
relation to the contrasting paradigms of positivism, naturalism and realism will now
be described, as will justification for the use of a qualitative approach to the study
design. Finally, the methodological choice is justified, incorporating a detailed
description of AR and its methodological influence on the methods chosen to
conduct this study.

The paradigms: Positivism, naturalism and realism
When selecting a philosophical position from which to approach a research
question, it is important that a researcher recognises how scientific paradigms,
including epistemological and ontological foundations, influence a study and its
potential outcomes. Paradigms guide the research process and the choice of
methodology, aligning the values of the researcher with the approach taken to the
research inquiry (Shannon-Baker, 2016). The term paradigm in relation to science

39

denotes a worldview (a specific way of perceiving the world) based on the values,
philosophical assumptions and common beliefs shared by research communities on
what is real, true and most acceptable in the world (Schneider & Whitehead, 2014).
The influence of paradigms on research conduct must be acknowledged by the
researcher in order to comprehend the theoretical underpinning of methodologies
within that paradigm and their own philosophical position in relation to research
conduct.
The constituent parts of a paradigm have been described as ontology,
epistemology, axiology and methodology (Cluett, 2006). However, inconsistency in
these terminologies has led to mixed understanding of their meanings in the context
of research (McNiff & Whitehead, 2011). To avoid confusion these terminologies
will now be defined. Ontology refers to the study of existence and what is known
about the nature of human reality and human interactions in the world (Somekh &
Lewin, 2011). Epistemology complements the ontological view and what it means to
know, by understanding how knowing can be achieved. The values placed on
situations or events in the world represent axiology, or what individuals consider to
be true and valuable from understanding the knowledge acquired. Finally,
methodology refers to the research approach and what the researcher believes can
be known about a phenomenon through methodological inquiry (Proctor, 2013).
Fundamentally, the concepts of ontology, epistemology, axiology and methodology
are interlinked and influence the structure and outcome of a research inquiry. With
these principles in mind it is reasonable to state that numerous worldviews exist on
how research is best conducted, however research pertinent to healthcare is
positioned predominantly between three key paradigms; positivism, naturalism
(also referred to as interpretivism/constructionism) and realism (May & Holmes,
2012).
Positivism originated in the natural sciences and adheres to the view that
scientific knowledge can only be achieved through value-free or objective systems of
inquiry (Liamputtong, 2017). Positivism adopts a controlled and structured
approach to research, maintaining that emotional and other sensory influences have
no relevance to how reality is (Cluett, 2006). This style of research is predominantly
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quantitative in its approach, focusing on the testing of a theory or hypothesis rather
than theory construction (Schneider & Whitehead, 2014). The researcher remains
emotionally distant to the data and participants, typically using observation,
measurement and deductive logic to confirm or falsify a research hypothesis
(Schneider & Whitehead, 2014).
In contrast to the positivist view, naturalism (also referred to as interpretivism
and constructivism) accepts the influences of the more personal and subjective
nature of human reality, those that cannot be directly observed or measured in
mathematical terms (Liamputtong, 2017). Naturalistic views assert that reality is
multiple and relative, whereby knowledge is socially constructed rather than
objectively determined (Krauss, 2005). Naturalism adopts a more personal and
reflexive research approach, which is responsive to individual perception and often
derived from personal perspectives or lived experience (Pearce, Christian, Smith, &
Vance, 2014; Schneider & Whitehead, 2014). Qualitative research is positioned
within this paradigm and attempts to develop in-depth understanding of human
behaviours using subjective methods of inquiry such as interviews, observation and
focus groups (Liamputtong, 2017). The researcher remains in close contact with
participants, employing empathetic neutrality to gain understanding without
judgement (Liamputtong, 2017). Reflexivity is also practiced as the researcher
draws on personal experiences and tacit knowledge to generate meaning from
emergent ideas and concepts (McMurray, Pace, & Scott, 2004).
The divergent views of positivism and naturalism, each clearly valuable for
answering research questions, have led research communities towards a middle
ground that enables a more flexible approach to answering complex social inquiries.
Critical realism encapsulates both positivism and naturalism by interlinking the
ontological, epistemological and methodological views to create a unique approach
to research (Williams, Rycroft-Malone, & Burton, 2017). In doing so, it employs a
unique stratified ontology to distinguish between three layers of knowledge: the
empirical, the actual and the real (Bhaskar, 1978). This concept is what
differentiates CR from other philosophical paradigms; although at its core the
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philosophical underpinnings of CR suggest this worldview is firmly embedded within
the naturalist paradigm (Schiller, 2015).

Philosophical underpinnings: The ontology and
epistemology of critical realism
My study required the underpinnings of a philosophical perspective that would
accommodate the complexity of the research question and the degree of flexibility
needed to guide the study design. Described as having a “common sense ontology”
(Proctor, 2013, p. 4), CR attempts to reconcile the opposing worldviews of positivism
and naturalism, integrating both to achieve a best fit solution to the research inquiry
(McKeown, 2017). As such, CR proved a natural fit for the diverse nature of my
study and the issues raised in regard to initiating evidence-based change in clinical
areas. Although other philosophical paradigms were considered (for example
grounded theory, ethnography and phenomenology), I believe critical realism’s
ontological approach permitted an overlapping of the various common
underpinnings that exist between paradigms, and the utilisation of different
paradigm perspectives and strengths in different ways.
Critical realism emerged during the 1960s in response to the oppressive
effects of society on the working class and the realisation that Marxist views needed
modernising (Bhaskar, 1978). Although social movement towards a critical realist
paradigm was conceived in positivism, British sociologist and philosopher Roy
Bhaskar is largely associated with the development and refinement of CR, hence its
suitability for naturalistic inquiries (Bhaskar, 1979). Bhaskar’s work infers that causal
powers and tendencies (also referred to as generative mechanisms) are responsible
for the social inequalities and injustices experienced by individuals in the real world
(Archer, Bhaskar, Collier, Lawson, & Norrie, 1998). Bhaskar suggests reality exists on
three stratified domains (the empirical, the actual and the real), which are
influenced by generative mechanisms that may, or may not, be activated to cause
effect or bring about social change in the real world (Bhaskar, 1997; Roberts, 2014).
Although not fully explanatory or observable, these mechanisms are inferred
through empirical and theoretical inquiry to explain the underpinnings of human
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inequality and injustice at an empirical level (McEvoy, 2006). The empirical domain
is considered superficial, where observations and explanations are seen or made
known to human existence; the actual domain exists on the level of events where
interactions and activities occur; and the real domain is the identification of
generative mechanisms that may or may not be activated to cause an effect on the
human world (Nairn, 2012). As CR continues to evolve, critical realists argue that
relationships between the ontological levels both influence and effect human
outcomes. Therefore, understanding the mechanisms and the context in which they
occur is crucial to improving outcomes at the empirical level (Pawson & Tilley, 1997).
To apply this ontological layering to the existing challenges midwives experience
when attempting to implement evidence-based change, the problem can be
presented in three stratified levels as seen below in Figure 3.

Figure 3:

The challenges of implementing evidence-based change, adapted from
Wilson and McCormack (2006)

The value of this stratified ontology is the identification of all elements needed
(individual, local and organisational) to sustain evidence-based change in clinical
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areas. Critical realism infers that solutions can be sought beyond the superficial
engagement of the empirical and actual domains by considering the tendencies and
causal powers that may influence activities in the real world (Walsh & Evans, 2014).
Thus, an individual’s ability to implement evidence-based change may have little to
do with their own efforts or motivation.
The logic that underpins CR is defined as the process of retroduction (McEvoy
& Richards, 2006). This involves searching below the surface of what is real to
identify the mechanisms that are responsible for, or influential to, what is occurring
on the surface (Houston, 2010). Retroduction comprises a five-step process,
initiated by the formulation of a research question. The researcher uses logical
inference to explore and answer the question and then empirical evidence is sought
to either confirm or challenge these answers until saturation of the findings occur.
The researcher can then reflect upon and respond to the original transcendental
question (McEvoy & Richards, 2006). Retroduction compliments Bhaskar’s theory of
CR and is believed to be most compatible with the cycles of AR, both having a direct
focus on emancipatory change through problem identification, planning actions,
implementing actions and evaluating the outcomes (Meyer, 2006). This approach
assumes an individual’s ability to create change requires interaction between actual
and real structures, influencing the outcomes of human efforts with or without their
awareness. Moving towards more open systems of research that acknowledge the
interplay between the empirical, actual and real domains may enable a deeper
understanding of real world problems and how solutions can be achieved beyond
standard expectancies (Harwood & Clark, 2012; Sayer, 2000).
It is important to acknowledge that CR has been subject to critique of its
philosophy, with the theory of casual powers criticised as being problematic and
damaging to empirical science (Roberts, 2014; Walsh & Evans, 2014). Critical realists
argue that the philosophical underpinnings of CR reflect the true values of everyday
people, and generative mechanisms can and do influence the outcomes of real
world activities (Bhaskar, 2013). Critical realism permits individuals to articulate the
nuances between the empirical, the real and actual domains, emphasizing the
importance of finding hidden mechanisms, acknowledging their presence, and
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considering solutions that address these discourses. In knowing this, CR promised a
practical framework for linking knowledge to the evidence-to-practice gap problem
in maternity care, offering a flexible framework for developing solutions based on a
qualitative approach that was not only capable of transforming clinical practice, but
also system-level change. Thus, by selecting a qualitative approach to the research
inquiry, it was necessary to consider a methodology capable of complimenting CR
and the participatory nature of this study.

Methodology rationale
Confirming the need for a qualitative approach to the study required careful
consideration for the research question and aim, which then guided me towards a
methodological approach most appropriate for this study. This enabled the
distinction between paradigms to become somewhat relaxed as the research
question dictated the methods needed to source the answer; and in doing so,
presented the benefits of employing a qualitative approach to achieve an optimal
solution to the problem (Williamson, Bellman, & Jonathon, 2012). My intention was
to ensure midwives were not only participants of this study, but also actively
involved in the research process. To achieve this, I considered AR to be the only
methodology that would grant me the approach I needed to work in partnership
with midwives and co-create a solution to the evidence-to-practice problem. Action
research is arguably a well-suited methodology to the stratified ontology of CR. It
defines a qualitative approach that aims to improve social situations through cycles
of planning, action and refection (Waterman, Tillen, Dickson, & de Koning, 2001).
For me, AR both resonates and connects with CR, thus by combining the two I was
able to form a unique approach that reflected the working partnership I had aspired
to form with midwives. I believed AR would support a partnership approach to the
study, enabling me to work collaboratively with midwives towards the development
of a practical process for midwives wanting to implement evidence-based change in
clinical areas.
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Action Research (AR)
The origins of AR are broadly linked to the works of Kurt Lewin, a Prussian
psychologist who was recognised as both a philosopher of science and leader of
social change (Lewin, 1946). Lewin’s interest in pragmatism and the perceived
inadequacies of traditional research are considered the early proponents of AR
(Williamson & Prosser, 2002). He observed that one of the most effective ways to
both influence and create change was to engage with people in their own world,
committing to research that involved people working together towards creating
meaningful solutions to everyday problems (Cassell & Johnson, 2016). Lewin’s work
clearly illustrates he was an advocate for the disadvantaged and sought every
opportunity to re-balance the inequalities evident in society during his time
(Waterman et al., 2001). Notably, he shifted the role of the researcher from
objective observation to active participation, in effect re-balancing the power and
labelling the researcher as “a friendly outsider” (Greenwood & Levin, 1998, p. 675).
Lewin’s efforts to achieve social change provided the framework for solving
practical problems, which eventually evolved into the methodology used by action
researchers today (Adelman, 1993).
Since Lewin’s seminal work, numerous other models have since been
accepted as methodological styles of AR. Kemmis and McTaggart (1988) developed
a spiral model to describe the AR process, which although similar to the work of
Lewin, emphasised participation as a key feature of the methodology. Elliot (1991)
built on these core principles to include a reconnaissance stage, which describes a
fact-finding phase before the AR cycle begins. O’Leary (2004) referred to the cycles
of AR as convergent, using critical reflection and the knowledge obtained from
previous stages to move forward towards improved outcomes. Similarly, McNiff
and Whitehead (2006) created a three-dimensional model based on self-reflection
and informed, purposeful actions.
Collectively, these models demonstrate the numerous approaches and
dynamic processes applied to AR. With this knowledge, I recognised the different
approaches used to describe AR were not crucial to the success of this study, and if
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applied too rigidly could limit the outcomes and gains intended. Therefore, I
employed the broad ideologies of Lewin’s original AR methodology (Lewin, 1946),
focusing on the underpinning principles to guide the research inquiry (Figure 4).

Figure 4:

The Action Research cycle, adapted from Lewin (1946)

The principles of Action Research (AR)
In simple terms, AR describes a family of practices rather than a specific
methodology (Meyer, 2000). It is problem focused, context specific and always
future orientated (Waterman et al., 2001). Further exploration of the literature
suggests AR is also considered a group activity, founded on the partnership
between the researcher and participants, where all members are equally involved
and actively contribute to the research process (Crozier, Moore, & Kite, 2012).
As outlined earlier, there are various definitions and types of AR, all of which
comprise a set of key characteristics common to its methodology. Action research
is primarily focused on challenging the status quo and finding practical solutions to
real world problems (Coughlan & Casey, 2001). It encompasses many ways of
knowing, is participatory in nature and reflects a democratic process through an
evolving course of inquiry (Reason, 2016). While researchers continue to define
and sometimes challenge the methodology of AR, two fundamental criteria remain
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in all variations of its definition: the cyclic nature of AR, and the involvement of an
action intervention aimed towards a best fit solution to the problem (Meyer, 2000).
In practice, AR involves the simultaneous achievement of positive actions
towards change, forging a link between scientific knowledge and the everyday
practice of individuals and the worlds they live in (Reason & Bradbury, 2001).
Furthermore, AR is inclusive and sets the agenda for reform by creating knowledge
with, for, and by people, to achieve consensus and create a balance of power in the
process of knowledge creation (Jantzen, Nowell, & Scott, 2017). In this context,
collaboration is fundamental to the process and outcome of the research inquiry.
Relationships may change the purpose of the research and what is important may
evolve, but the movement towards new skills and better practices remains central
throughout the process (Reason, 2016).

Participatory Action Research (PAR)
Participatory action research (PAR) differs from other styles of AR as it prioritises
participation and focuses on both the construction and resolution of the research
inquiry (Reason & Bradbury, 2001). A working collaborative is formed and
participants become partners as the research process unfolds. Largely, PAR is
humanistic in nature and encourages a sense of ownership and commitment to the
actions implemented, as participants are the agents of change (Hall, 2006).
With participation as a central proponent of PAR, I considered this as the
various modes of participation, as described by Cordeiro and Baldini (2018) (Table
3). I decided to employ the participatory modes of consultation, co-operation and
co-learning to the study design as I believed these were best suited to AR and my
intention to form a collaborative working partnership with midwives. These also
enabled me to experience firsthand the value of consultation, co-operation and colearning in research. Comparatively, I felt the modes of co-option, compliance and
collective action did not resonate with the participatory nature of AR or the
overarching aim of this study.
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Table 3:

Modes of participation in PAR research, adapted from Cordeiro and
Baldini (2018)

Mode of participation
Co-option

Involvement of local agents
Token representatives are chosen but have no real input or
power in the research process

Compliance

Outsiders decide the research agenda and direct the process,
with tasks assigned to participants and incentives provided by
the researchers

Consultation

Local opinions are asked for and outside researchers conduct
the research and work with locals to decide the course of
action

Co-operation

Local people work together with outsider researchers to
determine priorities, with responsibility remaining with
outsiders for directing the process

Co-learning

Collective Action

Local people and outsiders share knowledge in order to
create new understanding and work together to form action
plans, with outsiders providing facilitation
Local people set their own agenda and are motivated to
conduct research in the absence of outside facilitators

In this study, the formation of a collaborative partnership was not only a
catalyst for change, but also contributed to the learning and actions that evolved as
a result of working co-operatively. PARs methodological design encouraged all
persons involved to constantly pause and reflect at each step of the PAR process,
drawing on the views and opinions of each other to guide the research inquiry.
For these reasons, I deemed PAR the preferred style of AR for this reported
study. PARs capacity to facilitate participation in a democratic approach to the
research inquiry aligned with the philosophical underpinnings and overarching aim
of this study. It enabled me to work co-operatively with midwives to explore the
helpers and hindrances of evidence-based change and initiate the beginning of a
new process to support midwives’ lead evidence-based change in maternity
services.
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Action research in maternity care
Action research has the potential to address all challenges clinicians’ experience in
regard to practicing evidence informed care (Meyer, 2000). In midwifery contexts,
AR employs similar processes already familiar to the role of midwives in their
obligation to plan, action, assess and reflect on the effectiveness of interventions
and practices they perform day-to-day. This not only resonates with the cycles of
AR, but also adheres to midwives’ professional responsibility as mandated in
midwifery legislation for the midwife (NMBA, 2018).
It is useful to consider examples of AR within the context of midwifery to
better understand its value and application in practice. Brady and Lalor (2017)
employed AR to investigate the human connection between midwives and women,
reporting the AR process “made it possible for participants to represent their worlds
through voice” (p. 8). This led to new knowledge and collaborations that could not
have been captured using other traditional research methods. Nymann et al. (2013)
employed AR to examine midwives responses to practice change, highlighting “the
AR design enabled midwives to reflect…articulate their challenges…and collaborate”
(p. 577). Similarly, McKellar, Pincombe, and Henderson (2010) explored the value
of AR as a methodology, asserting “AR provides a democratic, and dynamic
framework for midwives, having potential to bring about change and improve
practice for women and clinicians” (p. 85). Collectively, these studies demonstrate
the benefits of AR in the discipline of midwifery and how AR can contribute to the
synthesis of new knowledge when research is underpinned by a guiding,
methodological framework.

Strengths and limitations of action research
Discussions relating to the strengths and limitations of AR remain controversal
amongst researchers, some of whom consider the methodology to be a “soft
option” for undertaking research (Koshy, Koshy, & Waterman, 2011, p. 33). Others
voice praise for its engagement and ability to transform practice problems (Cordeiro
& Baldini, 2018). In the past, AR has been criticised as being unscientific and too
subjective (Waterman et al., 2001), while other concerns relate to the validity of
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findings, trustworthiness, and the level of involvement required throughout the
research process (Baum, MacDougall, & Smith, 2006). However, the partnership
approach to AR presents benefits supportive of both truth-telling and co-operative
inquiry, which ultimately leads to emancipatory actions and empowerment by all
involved in the process (Israel, Eng, Schulz, & Parker, 2005).
Generalisability is considered another limitation of AR, as commonly
researchers and participants aim to generate context specific knowledge based on a
local situation or problem (Koshy et al., 2011). Comparatively, others claim the
findings synthesised through AR can be used by like-minded practitioners in similar
contexts, proving especially useful to researchers who endeavor to undertake
similar projects in future research (Williamson et al., 2012). Finally, AR is not easily
defined and can lead to confusion regarding its application. It has been described
as an orientation or style of inquiry, differing from mainstream research, thus is
frequently dismissed by the traditionalist academic community (Waterman et al.,
2001). Despite these discourses, ongoing work by action researchers has led to the
development of new research practices, which when combined present new
opportunities for improving systems and resolving issues in healthcare (Acosta &
Goltz, 2014).
To avoid the potential for challenges to occur throughout this research, I
devised the following action statements as a personal reminder of what actions
were required to successfully fulfill the aim and objectives of this study. The action
statements listed below are based on the work of Rycroft-Malone et al., (2016b),
which were adopted to improve the collaborative partnership and participation of
all individuals involved in this study.
Action statements:
1.

Create a flexible study design and clear direction for ways of working
collaboratively, fostering communication and truth-telling between
myself and the participants;

2.

Ascertain participants knowledge of AR and from this build strategies to
inform the planning and process of the research inquiry;
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3.

Ensure there are opportunities for learning and evaluation at every stage
of the research process, which may trigger ideas and strategies towards
positive change;

4.

Build on professional relationships and networks, at an empiral, actual
and real level to facilitate the flow of communication;

5.

Create milestones and common goals to drive participant engagement
throughout the research inquiry;

6.

Identify and incorporate the skillsets, tacit knowledge and experience of
all involved;

7.

Create a sense of leadership from the outset, emphasising the valuable
role all participants play in leading the design and outcomes of the
project; and

8.

Demonstrate the capacity for reflexivity throughout the research process.

By acknowledging the potential for challenges when undertaking this AR
study, I understood that my choice of AR as a methodology contained both
strengths and limitations. Therefore, the key to success was to remain focused on
the above action statements and conduct the study with integrity and neutrality.
With this new insight, I reflected on the assertion of McNiff and Whitehead (2011),
who consider the AR methodology a framework to build upon, rather than a rigid
model with restrictions and limitations.

Identifying the researchers positionality
Research is a product of the relationship between the researcher, participants and
the tactic knowledge that all parties bring to the research inquiry (BandWinterstein, Doron, & Naim, 2014). The decision to apply a particular perspective
to any research inquiry is dependent on two primary considerations: the research
question being asked and the investigator’s positionality as a researcher (Schneider
& Whitehead, 2014). To assert the impact and influence of these two
considerations on the research process, their terminologies will be briefly discussed.
Positionality refers to the viewpoint from which one chooses to speak,
incorporating self-awareness on how personal experience, orientation, culture, and
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education affect the way research is both conducted and interpreted (Liamputtong,
2017; Merriam et al., 2001). This is further influenced by the subconscious learning
that comes from life experiences and the realisation that “knowledge and
understanding are developed within the context of ones own thinking” (DePoy &
Gitlin, 2016, p. 266). Reflexivity is the process of critical self-evaluation and the
significant influence of personal experience on the research process (Williamson &
Prosser, 2002). Addressing my positionality in relation to this study involved
answering two fundamental questions: ‘who am I?’ and ‘whose interests am I
serving?’ (McNiff & Whitehead, 2011). These questions will now be explored
below.

‘Who am I?’
My positionality in relation to the study reported in this thesis is that
fundamentally, I am a mother and a midwife. I sincerely believe both are a calling
and the result of responding to a voice within; subsequently I have the two best
jobs in the world. However, the common perception that midwifery is a profession
that witnesses the most sacred and joyous experience of birth, and those intimate
moments thereafter, leaves me slightly deflated. Yes - I have witnessed the
strength of a woman and her inspirational effort (both physical and emotional) to
give birth, but I am also privy to the discontent expressed by midwives who struggle
to meet the needs of women and are challenged to provide the evidence-informed
care all women deserve. This has led me to apply my insider knowledge and help to
right the injustices midwives are feeling.
I do not consider myself an academic or expert researcher, I am too early in
my career to assume such an identity. However, to quote one of the participants
interviewed during this study “I’m like a dog with a bone…and when I see something
I want…I go for it” (MW6). This comment has stayed with me throughout my
research journey and as I progressed through the various stages, I realised my
personal journey towards a PhD completion was also about change. I am changing,
I am transitioning from a practicing midwife to an academic, from a PhD candidate
to a researcher and personally from a mother and midwife to somebody who is
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motivated to address not only the practice issues of midwives, but also the
behaviours and systems of larger organisations. I want to help bring about
evidence-based change in Australian maternity services and support midwives’
implement EBP in clinical areas. To make this happen I am learning the value of
persistence, for me the “P” in PhD represents persistence.

‘Whose interests am I serving?’
Prior to beginning this research, I had many conversations with midwives about
current midwifery practice and evidence-informed care. From these conversations,
I confirmed that most midwives undoubtedly want to provide gold standard
services to women, but are uncertain of the steps needed to initiate the evidencebased changes that will help them do so. In the current study I have endeavoured
to develop these steps, and in doing so, have considered the interests of both
women and midwives throughout all stages of this project. I believed myself to be
an insider researcher, but as I advanced through the various stages of this journey I
felt increasingly distant from clinical practice, for although I am inextricably linked
to the practice of midwifery I realise my heart lies in research about midwifery
practice.
Researchers positioned in an outsider role have a tendency to initiate and
lead the research inquiry, remaining distant from participants and the context in
which the study is conducted (Herr & Anderson, 2005). Comparatively, insider
researchers are positioned amidst the research, offering a sense of engagement
between participants, the researcher and the context in which they work (Greene,
2014). This style of investigation lends itself to AR and supports the development of
tactic knowledge and reflexivity (Williamson et al., 2012). Being a practicing
midwife as well as a novice midwifery researcher I could not place myself
exclusively in either role, therefore I endeavoured to leverage the advantages of
both to ensure I demonstrated awareness of both insider and outsider research
perspectives.
To serve women and midwives I recognised that synthesising new knowledge
was dependent on my ability to develop a collaborative working partnership with
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the midwives who consented to participate in this study. Therefore, my role was to
not only become proficient as a midwifery researcher, but also to work in
partnership with midwives towards improving processes for implementing EBP in
maternity services.

Reflexivity
The concept of reflexivity must be acknowledged by researchers wanting to conduct
meaningful midwifery research (Burns, Fenwick, Schmied, & Sheehan, 2012).
Exploring and critically evaluating one’s biases enables the researcher to realise the
significance of reflexivity within the research process and within their own
midwifery practice (Lambert, 2010). Reflexivity is commonly used in qualitative
research, whereby the researcher reflects on how their own experiences and tacit
knowledge impact the research being undertaken. Thus, the adoption of a reflexive
position must be acknowledged in light of the experiences and prejudices brought
to the research project.
As part of my Masters degree I developed skills in critical analysis and sensemaking. I became proficient in sourcing, reviewing and appraising the literature.
Towards the end of this degree I realised the significance of this learned skill and
began to apply critical reflexivity to my own clinical practice. I wanted to bring
about change, but as a graduate midwife I learned that implementing EBP can be
challenging and does not always lead to evidence-based change. I remember
having conversations with my colleagues about initiating change and EBP. At the
time, I listened intently and made note of their struggles, which I believe influenced
my decision to learn more about quality improvement and implore the need for
improved evidence implementation processes for midwives.
From the beginning of this study I have met regularly with my principal
supervisor, who has provided me with the guidance and support I needed to
progress through each phase of my journey. At times, my lack of experience as a
researcher required the expert skills of my supervisor. For example, when working
with busy midwifery-leaders and practicing midwives who were unable to commit
to scheduled workshops or interviews I learned how to be flexible and adapt my
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methods to suit the reality of real-time research. I had not fully appreciated the
complexity of scheduling interviews and workshops around busy midwives,
something that I have continued to reflect on throughout this journey. Coordinating a research project within the cycles of AR has required continual
planning, co-ordinating, critical thinking and reflection – all skills that I have
developed and reflected upon throughout this study. Overall, I have found working
collaboratively with midwives to be an extremely positive and rewarding
experience. I have been privy to the personal stories of change leader midwives,
who have openly shared the successes and challenges of implementing evidencebased change. Throughout this thesis I have endeavoured to report their anecdotes
with honesty and clarity, making clear my prejudices in order to achieve a
transparent and trustworthy account of their stories.

Summary
In this study, my aim was to work in partnership with midwives towards improving
processes for implementing new EBPs in clinical areas. I was guided by the
philosophical underpinning of CR and employed AR as the preferred methodology
for the research design. The key strengths and limitations of AR have been
presented, followed by the positionality of myself and rationale for the chosen
methodology. Finally, the concept of reflexivity was described and related to this
current study. The next chapter will discuss the methods of the research process
and will include all aspects of the study design and research process.
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Chapter Four: Methods

Introduction
In chapter three, I presented a detailed explanation of the philosophical and
theoretical underpinnings of the research inquiry. The contrasting paradigms,
strengths and limitations of the chosen methodology, my positionality as a novice
researcher and the methodological rationale were also clearly outlined. In this
chapter, I present a detailed account of the methods undertaken to conduct this
study. First, the study design, setting recruitment process, sample and population
characteristics are described. Second, the data collection and analysis methods are
outlined. Third, the intervention developed as a result of these methods is
presented and the measures of trustworthiness and rigor are defined. Finally, the
ethical considerations specific to this research and the processes used for recording
and storing data are reported.

Study design
Selecting AR as the methodology for this study was based on the practical
application of an inductive approach, whereby actions and outcomes are driven by
the collaborative partnership and participatory nature of the research inquiry
(Ivankova & Wingo, 2018). Although there are different ideas about what
comprises AR, Waterman et al. (2001) provide a useful definition: “AR is a group
activity that relies on the collaborations and partnerships of people to generate
change and new knowledge in a spiral framework” (p. 588). Guided by this
definition, the study reported in this thesis was conducted according to the four
broad phases of AR: plan, act, observe and reflect (Lewin, 1946). Identifying and
documenting the continuous cyclic process of AR can be difficult as within each
phase are often mini-cycles of rapid decision-making, which can reflect “sometimes
incomplete cycles or a series of unplanned actions with little or no reflection"
(Atkinson, 1994, p. 396). For clarity, I will discuss the research process conducted in
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this study using one complete AR cycle in order to clearly demonstrate a clear audit
trail.
The following diagram presents an overview of the research process. The
example provided below represents a single AR cycle, based on Lewin’s original AR
model (1946). This study commenced with exploration of the problem and
identification of the knowledge gap. Following this, Figure 5 illustrates each phase
of the research process, indicating key actions and developments as they occurred
at each stage of the AR cycle. The study concludes with reflection, where
recommendations and conclusions are discussed.

Figure 5:

The study design following a single AR cycle, adapted from Lewin (1946)

1

Planning

1.1

A preliminary review and integrative review of the literature

The planning stage of the study was initiated by a preliminary review and
integrative review of the literature, both of which were undertaken to establish
what was known about midwives’ use of best available evidence in practice. A
published integrative review was presented in chapter two, titled “Midwives’ use of
best available evidence in practice: An integrative review” (De Leo et al., 2019). In
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this preliminary stage, it was confirmed that although midwives’ value EBP, they
reported numerous challenges when trying to implement EBP into clinical areas.
This led to the identification of a knowledge gap regarding what is known about
midwives’ use of latest evidence in practice and why the uptake of EBP is both slow
and inconsistent in clinical areas.
1.2

Formation of a stakeholder advisory group

Phase one of the study included the formation of a midwifery stakeholder advisory
group, which was created to represent the views of practicing midwives and
provide expert opinion on the evidence-to-practice problem in maternity services. I
selectively established this stakeholder advisory group in February 2019 (with the
guidance of the supervisory team), for the purpose of co-developing a “best fit”
solution to the existent evidence-to-practice gap. Membership comprised eight
midwifery leaders across Western Australia (WA), who were selected for their
extensive experience in leading or overseeing practice change projects in clinical
areas.

2

Action

Phase two of the study comprised four consultations, which occurred through a
collaborative process involving eight midwifery leaders, nine Australian midwives,
and two senior learning designers from Edith Cowan University. Discussions
focused on midwives’ experience of implementing EBP, the factors considered
crucial for ensuring sustained practice change and how this information should be
packaged to best suit the needs of diligent midwives working in clinical areas.
2.1

Consultation 1

In July 2019, five members of the stakeholder advisory group participated in an
introductory focus group workshop, where ideas and experiences of initiating
practice change were shared. The Nominal Group Technique (NGT), a 4-step
process for prioritising ideas and concepts generated from group discussion (Harvey
& Holmes, 2012), was employed to identify key information derived from the
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discussions. These discussions were guided by four questions relating to the study’s
aim and objectives. These were as follows:
1.

What are your experiences of implementing a new EBP in your
organisation?

2.

What factors help or hinder midwives efforts to initiate evidence-based
change in clinical areas?

3.

What information or tools do midwives require to introduce new EBPs in
clinical areas?

4.

How should this information be presented to midwives working in clinical
areas?

Due to professional commitments, three midwifery leaders were unable to
attend the introductory focus group workshop, however these midwife leaders
consented to participate in face-to-face interviews at their place of work the
following week. The interviews were guided by the same four questions discussed
at the introductory focus group workshop.
2.2

Consultation 2

Two online focus groups comprising nine Australian midwives were held in May,
2020. The focus group sessions were guided by recommendations from the
stakeholder advisory group, inviting practicing midwives from across Australia to
participate in phase two of the study, sharing their views on:
•

The tools and other information midwives require to initiate practice
change in their workplace;

•

Midwives views on the usability of existing tools or other resources
designed to facilitate knowledge translation in healthcare; and

•

How to package these tools and other information to best suit the needs
of “on-the-run” midwives.

Through a collaborative and co-ordinated effort, actions towards the design of
an evidence implementation resource for midwives was initiated.
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2.3

Consultation 3

The professional advice of two senior learning designers from Edith Cowan
University were sought to brainstorm the key outcomes derived from the focus
group discussions. These concepts were ranked highly by all participants, who
unanimously agreed on the need for a web-based evidence implementation
resource for midwives. The learning designers were asked for their professional
views on the following three questions:
1.

What are the principles of effective online learning?

2.

What web-based platforms are best suited to online resources or learning
packages?

3.

What do senior learning designers recommend as the preferred platform
and mode of delivery for a web-based evidence implementation resource
for midwives?

During these three consultations, ideas regarding the development of a webbased resource, e-Learning package and a hard copy guide to evidence
implementation were explored.
2.4

Consultation 4

Following a final consultation with senior learning designers, I devised the blueprint
for an evidence implementation resource (labelled as an ‘eTool(KIT)’ for midwives).
This was emailed to the nine midwives who participated in consultations 2 and 3
(participants of the two online focus group sessions), with an invitation to review
the content and provide feedback on: the interface, functionality and suitability of
the resource for maternity contexts. Participants responded via email and their
feedback was used to further refine the resource.

3

Observation

Through an iterative process, data were collected and analysed. The findings of the
data collected were reviewed by the supervisory team and confirmed by
participants, which adhered to the principles of PAR and demonstrated
trustworthiness of the research process. Similarly, as the blueprint for an evidence
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implementation resource was refined, participants were encouraged to provide
feedback and suggestions until all participants deemed the resource satisfactory.
Communication was conducted between myself and the participants via email and
Skype, ensuring all participants were informed of the study’s progress and
intervention development.

4

Reflection

Reflection occurred constantly throughout the research process, providing time for
both myself and the participants to establish whether the actions and outcomes of
each AR stage addressed the set aim and objectives. This was facilitated by the
working partnership that had formed between the stakeholder advisory group and
myself, all of whom were committed to the research process and motivated to work
towards the development of an evidence implementation resource for midwives.
The reflection stage also permitted me the time to consolidate the acquisition of
new knowledge and further refine the intervention development. This led to the
articulation of recommendations that provide new insight and practical strategies
for evidence implementation in Australian maternity services. The following
information provides a detailed account of the methods used to successfully
undertake this study.

Setting
The study was conducted in Perth, Western Australia (WA) at six midwifery service
sites, where managerial or executive positions were held by midwifery leaders
within the WA public health sector, including both metropolitan and rural.
Additionally, on recommendations from the stakeholder advisory group all midwife
members of the Australian College of Midwives (ACM) across Australia were
extended an invitation to participate in phase two of the study.

Recruitment
Two strategies were employed to recruit midwives for this study. Participants of
the stakeholder advisory group were purposefully selected for their extensive
experience in midwifery leadership positions from which they had overseen or led
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practice change initiatives. This method of recruitment is commonly employed in
qualitative research, where a specific group of participants is required, permitting
the researcher to select participants according to the needs of the study (Coyne,
1997). Recruitment was by invitation to all Directors of Midwifery Services in the
WA public health sector (Appendix A). Eight midwives holding leadership positions
were nominated by their directors, who were sent an electronic invitation to
participate in the study (Appendix B). The invitation email included a plain language
information sheet (Appendix C) outlining the study’s purpose and a consent form
(Appendix D). All midwifery leaders accepted the invitation to join the stakeholder
advisory group and consented to participate in either the introductory focus group
workshop or face-to-face interview. The introductory focus group workshop
invitation is presented below (Figure 6).

Figure 6:

Invitation to the introductory focus group workshop

The recruitment of midwifery leaders was achieved and deemed effective,
however as the research process unfolded all members of the stakeholder advisory
group agreed that midwives in direct practice roles would also provide valuable
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perspectives and contribute positively to outcomes of the study. Therefore, two
online focus group sessions were planned, inviting practicing midwives from all
states of Australia to share their views and experiences of implementing EBP in
clinical areas. These sessions were guided by the same four questions raised at the
introductory focus group workshop. Following consultations with my supervisory
team, it was decided that recruiting practicing midwives via the Australian College
of Midwives (ACM) website would result in a broad scope of midwives from varied
practice contexts. This not only provided me with an opportunity to connect with
midwives across Australia, but also enabled midwives to connect with colleagues,
share their views and contribute to the outcomes of this study. An invitation via the
ACM was emailed to 4,100 midwife members (Figure 7), 13 of whom expressed
interest in participating in an online focus group discussion. A total of nine
midwives subsequently consented to participate in a focus group discussion, which
was conducted via two on-line sessions (each lasting approximately one hour) to
ensure all participants had equal opportunity to express their views on the
aforementioned questions. This decision was based on an ideal number established
by Rabiee (2004), who suggests the ideal number for focus group discussion lies
between five and eight participants; being “large enough to gain a variety of
perspectives, yet small enough not to become disorderly or fragmented” (p. 656).
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Figure 7:

Invitation for the online focus group session

Sample size, study population and participant
characteristics
The overall participant sample size recruited for this study comprised 17 midwives
who collectively represented five states and territories of Australia. In addition, two
senior learning designers from Edith Cowan University were consulted for their
expert opinion and knowledge regarding web-based technologies during the
intervention development stage. All midwife participants were female and
represented midwifery leaders who had either led or overseen practice change
projects in their workplace, or were practicing midwives currently working in
various models of Australian maternity care services (including education, research,
private practice, and hospital-based settings). A table presenting participant
characteristics is provided below (Table 4).
Table 4:

Table presenting participant characteristics

Code

Mode of
interview

Information
letter

Consent

Interview
date

Additional
comments

Region

MW1

Workshop

✔

✔

12/7/19

Midwife
manager

WA

MW2

Workshop

✔

✔

12/7/19

Midwife
manager

WA
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Code

Mode of
interview

Information
letter

Consent

Interview
date

Additional
comments

Region

MW3

Workshop

✔

✔

12/7/19

Midwife
manager

WA

MW4

Workshop

✔

✔

12/7/19

Midwife
manager

WA

MW5

Workshop

✔

✔

12/7/19

Midwife
executive

WA

MW6

Face-to-face

✔

✔

29/7/19

Midwife
manager

WA

MW7

Face-to-face

✔

✔

8/8/19

Midwife
manager

WA

MW8

Face-to-face

✔

✔

12/8/20

Midwife
executive

WA

MW9

Focus group 1

✔

✔

8/5/20

Practicing
midwife

ACT

MW10

Focus group 1

✔

✔

8/5/20

Practicing
midwife

VIC

MW11

Focus group 1

✔

✔

8/5/20

Midwife
academic

VIC

MW12

Focus group 1

✔

✔

8/5/20

Practicing
midwife

VIC

NSW

MW13

Focus group 1

✔

✔

8/5/20

Endorsed
private
midwife

MW 14

Focus group 1

✔

✔

8/5/20

Education

NSW

MW 15

Focus group 2

✔

✔

8/5/20

Practicing
midwife

VIC

MW16

Focus group 2

✔

✔

8/5/20

Research
midwife

NSW

MW17

Focus group 2

✔

✔

8/5/20

Practicing
midwife

NT

LA1

Face-to-face

✔

✔

3/6/20

Senior
Learning
Advisor

WA

3/6/20

Senior
Learning
Advisor

WA

LA2

Face-to-face

✔

✔
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A projected number of participants was not established prior to commencing
this study, rather it was determined by the achievement of data saturation as is the
case for any qualitative research study. In simple terms, saturation means that
investigators continue to recruit participants and collect data until the point at
which data analysis does not contribute to new findings or knowledge (Borbasi,
Jackson, & East, 2019). This tends to lead to a smaller sample size when compared
to other styles of research (Schneider & Whitehead, 2014).
Notably, the sample size and participant characteristics were undoubtedly
influenced by the Coronavirus (COVID-19) outbreak in 2020. With the Australian
government imposing social isolation and travel restrictions on all Australians from
January – May 2020, my supervisory team, in consultation with the stakeholder
advisory group, decided to recruit midwives and conduct all focus group discussions
via a virtual forum, which undoubtedly broadened the scope of this study. It is
impossible to gauge whether I would have recruited more midwives if the COVID-19
pandemic had not occurred during the recruitment phase of this study, however on
reflection the outcome was ideal as I was able to extend an invitation and recruit
midwives beyond the borders of WA, bringing new ideas and insight into the
experiences and needs of midwives wanting to initiate evidence-based change in
clinical areas. The effects of the COVID-19 pandemic in Australia enabled me to not
only connect with midwives wanting to initiate practice change around Australia,
but also confirmed the evidence-to-practice gap is not a local issue and remains a
significant problem for midwives around Australia.

Data collection
Three complementary approaches were used for data collection, all of which
prioritised the principles of collaboration and partnership between the stakeholders
and members of the research team. These methods included an introductory focus
group workshop, three face-to-face interviews and two online focus group sessions.
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1

Introductory focus group workshop

The introductory focus group workshop was held in July 2019 with five midwifery
leaders of WA. The workshop was facilitated by myself and two members of the
supervisory team, who assisted with guiding the discussion, taking minutes and
audio-recording the discussions. The workshop was based on four questions:
1.

What are your experiences of implementing a new EBP in your
organisation?

2.

What factors help or hinder midwives’ efforts to initiate evidence-based
change in clinical areas?

3.

What information or tools do midwives require to introduce new EBPs in
clinical areas?

4.

How should this information be presented to midwives working in clinical
areas?

The NGT was used to generate priority information during the workshop. This
technique employs an interpretive approach to data collection, involving the
engagement of stakeholders and the establishment of key concepts and ideas
through a system of ranking (Rankin et al., 2016). The NGT has previously been
used to overcome complex issues in healthcare, improving the quality of service
delivery by care providers (Harvey & Holmes, 2012). All participants were given
equal opportunity to share their views and experiences of implementing evidencebased change in midwifery, reflecting on what tools or other information midwives
require to initiate new EBPs in clinical areas. Between each question a “pause and
reflect” conversation was initiated, which served two purposes: to summarise the
key points and considerations of each participant; and to provide a means of
member-checking to both clarify and ensure trustworthiness of the information
being collected. The duration of the introductory focus group workshop was three
hours; all discussions were audio-recorded with consent and additional minutes
were taken by myself and the principal supervisor. I transcribed these discussions
into a Microsoft Word document (Figure 8).
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Figure 8:

2

An example of transcribed verbatim from the introductory focus group
workshop

Face-to-face interviews

Semi-structured face-to-face interviews were conducted with three midwifery
leaders who were unable to join the workshop, which occurred at each participant’s
place of work. Each interview lasted approximately one hour. This interview style
is commonly employed in qualitative research, whereby an interview guide is used
to induce conversation about a specific topic or focus (Schneider & Whitehead,
2014). These conversations were based on the four questions raised at the
introductory focus group workshop, giving participants an opportunity to both
articulate and reflect on their personal accounts of initiating or overseeing practice
change projects. Like the introductory focus group workshop, I transcribed the
interviews that were audio-recorded, along with additional memos taken while the
interviews took place. (Figure 9).
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Figure 9:

3

Example of the minutes written during interview with MW5

Online focus group sessions

Following the introductory focus group workshop and face-to-face interviews, a
recommendation was made by the stakeholder advisory group to include practicing
midwives, which initiated phase two of the study. Two subsequent online focus
group discussions were conducted to confirm the data already collected and further
explore the needs of midwives’ wanting to implement EBP in clinical areas.
Focus groups are becoming increasingly popular in health research and offer a
useful vehicle for involving participants in intervention development, planning and
evaluating outcomes (Rabiee, 2004). In their broadest sense, focus groups are a
means of generating large amounts of information in a relatively short period of
time, usually consisting of a group of people whose experience and opinions are
relevant to the topic being discussed (Langford, Schoenfeld, & Izzo, 2002). The
duration of each focus group session lasted approximately one hour, inviting
practicing midwives to share their views on:
•

What tools and other information (if any) midwives require to introduce
new EBPs into clinical areas;
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•

Existing implementation resources, their usability and suitability to the
midwifery context; and

•

How to package these tools and other information to best suit the needs
of diligent midwives wanting to implement new EBPS in clinical areas.

All discussions were audio-recorded with consent via a video conferencing
platform (Zoom). Two members of the supervisory team attended each session and
took additional notes on the discussions and key points emphasised by participants.
I transcribed the data collected two days post the focus group sessions, which were
combined with the data sets obtained from the introductory focus group workshop
and face-to-face interviews. A total of eight hours and sixteen minutes of audio
recordings were transcribed during data collection. Throughout this time, I
continued to work collaboratively with members of the stakeholder advisory group
via email and Zoom, which aligned with the underpinning philosophy of AR and also
directed me towards an intervention that would provide a practical answer to the
research question.
All three approaches to data collection were effective in collecting data that
were relevant to the aim and objectives of this study. The introductory focus group
workshop proved useful for sharing tacit knowledge and arguably captured the
essence of collaboration and the co-operative nature of AR. The face-to-face
interviews provided me with the opportunity to both observe and react to social
cues such as voice, intonation and body language (Shapka, Domene, Khan, & Yang,
2016). They also permitted a more synchronous communication between myself
and each participant, taking advantage of the spontaneous and sometimes
extended responses that characterise face-to-face interviews (Schneider &
Whitehead, 2014). Comparatively, the online focus group sessions provided
participants with equal opportunity to voice their views and share screen time. It
also provided a platform for connectivity, bringing people together from various
locations to work on a common problem and goal (Shapka et al., 2016).
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Data analysis
Qualitative research can generate large amounts of data, which can overwhelm
both novice and experienced researchers (Rabiee, 2004). Thus, a central aim of
data analysis is to reduce the quantity of data while making meaningful sense of the
information it generates (Schneider & Whitehead, 2014). Krueger and Casey (2000)
suggest data analysis begins with going back to the intention of the study to
maintain a clear focus of the overarching purpose of the research. With this in
mind, I approached data analysis with a commitment to the original aim: to work
collaboratively with midwives towards the development of an evidence
implementation resource specific to the needs of midwives’ working in clinical
areas. I chose not to use transcribing services to copy the audio recordings from
the data collected. Rather, I made the decision to manually transcribe, code and
categorise all transcripts into Microsoft Word documents myself so I could refamiliarise and reflect on the information obtained during data collection. I used
the copy and paste function to iteratively compare and contrast one set of data
with another, until the transcripts had been correctly interpreted and characterised.
I then presented the sub-categories and major categories to my supervisory team
using a storyboard to illustrate the process.
Data analysis commenced in September 2019, with audio recordings from the
introductory focus group workshop, face-to-face interviews and online focus groups
analysed using Braun and Clarke’s (2006) thematic approach to data analysis. This
qualitative method describes a process of coding, which involved immersing myself
in the data to become familiar with the conversations and language of the
information obtained. Dialect from each audio recording was transcribed within
one week following data collection, creating transcripts that I immediately began to
analyse and code. Initially, I highlighted key words and phrases to form initial
codes. This process was conducted using a two columned table, wherein transcripts
were copied into the left-hand column and were highlighted as codes, before being
copy and pasted from the transcripts into the right-hand column. An example is
provided below in Table 5.
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Table 5:

Example of coding

Transcribed verbatim

Codes

MW10
I’m speaking from the role of a researcher
rather than a clinical, I feel this is a great
idea, the package is very comprehensive
but still in its draft stage, but that’s ok. It’s
very comprehensive, I was wondering if
this is something that you think will be
interactive? Or more of a document?
Because I like your aim…the needs of ‘on
the run’ midwives and although it’s been a
long time since I’ve practiced clinically as a
midwife I think I wouldn’t have time to
read it, so with any of these
implementation tools they’re really great
and they’re well packaged but you need a
lot of time and energy to sit down and read
it…I’m really interested to hear what xxx
and xxx have to say about it, so yeah…so I
think it needs to be more interactive …to
walk a person through the implementation
process as an online tool, the information
is great but quite heavy…I had to really
focus on it…I think it’s a bit too complex for
the needs of midwives but I’m not
practicing at the moment so maybe I’m not
the right person to make that decision.
To have a really good, clear example that
runs all the way through it would be great
…that might make it a bit more real for
midwives.

‘The package is very comprehensive’
(MW10)

‘As a midwife I think I wouldn’t have time
to read it’ (MW10)

‘I think it needs to be more interactive’
(MW10)
‘The information is great but quite heavy’
(MW10)
‘I had to really focus on it’ (MW10)
‘It’s a bit too complex for the needs of
midwives’ (MW10)
‘To have a really good, clear example that
runs all the way through it would be great’
(MW10)
‘Make it a bit more real for midwives’
(MW10)
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Transcribed verbatim

Codes

MW11
I can talk about trying to implement
acupuncture by midwives into the private
hospital in which I work at, I had to fill out
a project plan specific to my hospital and it
took me ages to do and it didn’t go
anywhere…I wasn’t allowed to do it. So
having the tools that you’re suggesting
would be awesome…and having that
available for every hospital, because
worked in both private and public
hospitals, would be great. There aren’t
enough champions…

‘It didn’t go anywhere’ (MW11)
‘Having the tools that you’re suggesting
would be awesome’ (MW11)

‘There aren’t enough champions’ (MW11)

These codes were then grouped into sub-categories, which in turn were
collapsed to form major categories. This enabled the data to be represented in a
condensed format while still reflecting the connection between the transcripts, the
codes and the subsequent category formation. By documenting the process I was
able to ensure a clear and transparent audit trail. Anonymity was assured for all
participants as I assigned each participant a pseudonym to ensure their privacy and
to maintain confidentiality in the reporting of direct quotes. For example, “MW1”
denotes midwife participant number one.
The information that emerged replicated the sequence of data analysis and
echoed the collaboration and voices of all those involved in the process. As major
categories emerged the transcripts were re-read and the codes compared to the
previously developed sub-categories. This iterative process continued until no new
information was perceived and data saturation was reached. Data saturation was
identified after approximately eight hours of discussion and interviews; involving 17
Australian midwife participants.
Following discussions and ongoing guidance from my supervisory team, seven
major categories were collapsed into three core findings, which clearly highlighted
the factors considered crucial by midwives’ to help or hinder evidence
implementation in clinical areas. This is presented below in its original storyboard
version (Table 6), and then in a table format (Table 7).
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Table 6:

Example of the storyboard with emergent core findings, major categories,
sub-categories and codes

Table 7:

The storyboard translated into a table format
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The final iteration of the findings and their constituent data were
unanimously agreed on by all members of the supervisory team in May 2020. The
core findings to emerge captured the essence of the data reported on in this study
and reflect the collaborative partnership between myself, the supervisory team and
all participants. The information extracted during data analysis provides insight into
the strategies needed to support midwives implement EBP in clinical areas. Thus,
the findings contribute to the growing body of knowledge in midwifery research
relating to knowledge translation and the needs of midwives wanting to initiate
evidence-based change in clinical areas.
Analysing focus group discussions can be a challenge, as it requires careful
reflection and interpretation of verbatim (Liamputtong, 2017). This was evident
during transcribing as often one midwife would agree with another, or two would
talk in unison making it difficult to interpret whose opinion was being voiced.
However, the uniqueness of analysing focus group discussion is the ability to
generate data based on the synergy between participants and the information that
is generated by several participants talking about a similar topic together (Krueger
& Casey, 2000). This also illustrated the wide range of challenges experienced by
midwives who had tried to implement evidence-based change, highlighting the
varied perspectives and possible approaches to the solution.

Intervention development
Stage 1

Planning

Following data analysis, I began to formulate ideas on a best fit solution to the
evidence-to-practice gap problem, based on the ideas and discussions voiced by
participants during data collection in phase one of the study. It was clear that
midwifery leaders saw value in developing a web-based evidence implementation
resource to support the adoption of EBP in clinical areas. Using a table format, I
prioritised the key outcomes voiced by participants based on three areas of focus:
target audience, content and format. This is presented below in Table 8.
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Table 8:

Key outcomes from the introductory group workshop and face-to-face
interviews

Intervention development focus

Key outcome(s) from phase one data collection

Target audience

• ‘Make it specific for midwives’ (MW4)
• ‘Think about midwives working in any
midwifery practice context’ (MW1)
• ‘Consider on-the-run’ (MW8)
• ‘Involve midwives in the process’ (MW7)
• ‘Make it accessible in clinical areas’ (MW3)

Content

• ‘Midwives need a map of the implementation
process’ (MW2)
• ‘Knowledge of implementation processes’
(MW1)
• ‘Step-by-step instructions on introducing
practice change’ (MW6)
• ‘A ‘how to’ change practice guide’ (MW5)
• ‘Give us examples of how practice change
works’ (MW3)
• ‘Show midwives how to lead practice change’
(MW7)
• ‘Link theory to practice, show midwives why
using theory helps create change’ (MW3)
• ‘Keep it simple, give us the gist of it without all
the detail’ (MW6)
• ‘Tell midwives why change is important so they
understand the process’ (MW5)

Format

• ‘Consider digital technology and design a
resource that’s accessible and practical on-therun’ (MW7)
• ‘Build a network that links midwives together’
(MW3)
• ‘A centralised web-based resource’ (MW8)
• ‘Web-based platforms are useful’ (MW2)
• ‘Consider an e-Learning package, teach
midwives how to implement EBP’ (MW4)
• ‘A hard copy manual on ‘changing practice’
might be useful to have at work stations’
(MW1)
• ‘A ‘practice change’ toolkit could work’ (MW6)

I also researched various web-based technologies (for example: mobile apps,
Learning Management Systems (LMS), e-Learning packages, and online ‘how to’
toolkits), comparing these with the key outcomes derived from the focus group
discussions and face-to-face interviews. It was evident from the key outcomes that
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emerged from the data collected that a toolkit format would most effectively
accommodate the priorities and suggestions made by participants regarding an
evidence implementation resource.
There is an increasing body of published literature on the effectiveness of
toolkits as a popular mode of knowledge translation, which have been used
effectively across a range of health related disciplines (Barac, Stein, Bruce, &
Barwick, 2014). The term “toolkit” refers to the “packaging of multiple resources
that codify explicit knowledge…, [which are] geared towards knowledge sharing,
education or to facilitate behaviour change” (p. 3). I believed this definition
captured the ideas and suggestions made by participants regarding the format of
the resource. The term “toolkit” was generic, yet promised functionalities that
would enable me to develop both online and hard copy options for an evidence
implementation resource. I spent time considering what to label the resource,
developing various word combination such as the “Toolbox”, “midwives KIT” and
“Knowledge Implementation Tool”. Finally, I decided a combination of these three
terms would be the best fit, therefore the evidence implementation resource was
labelled the “eTool(KIT) for midwives. The term ‘Tool’ represents the practicality of
the resource and the inclusion of all equipment needed to implement EBP. The
term ‘KIT’ characterises the acronym derived from what the tool represents: a
Knowledge Implementation Tool. In combination, the eTool(KIT) provides midwives
with the resources needed to implement new knowledge (ie. the knowledge gained
from latest evidence) into clinical areas. Although, developed as a web-based
resource, the eTool(KIT) also has the capacity to be transformed into a hard copy
manual that can also be used and accessed in clinical areas.
To translate the concept of an eTool(KIT) for midwives I began by organising
the implementation process into six well-defined steps, which I created using the
presentation software Microsoft PowerPoint. Each step comprised of a number of
tasks to complete with the resources needed to implement EBP. The process is
presented below, with additional narrative to describe each step in more detail.
The resultant slideshow was presented to all participants, who were invited to

78

share their thoughts and ideas after viewing each slide to establish the relevance of
the information provided and its suitability to the midwifery context.

Slide 1

1.

Slide one presents an overview of the intervention design: Implementing
practice change: An eTool(KIT) for midwives.

Presenter: “The eTool(KIT) is specifically designed for the needs of practicing
midwives who have little or no exposure to structured implementation processes
and limited experience of implementing practice change. The eTool(KIT) contains
the information and tools needed to support midwives wanting to implement new
EBPs in clinical areas.”
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Slide 2

2.

Slide two defines the six steps of evidence implementation, providing an
overview of what the eTool(KIT) includes and why it is a valuable tool for
midwives wanting to initiate new EBPs in clinical areas.

Presenter: “The eTool(KIT) is designed for diligent midwives working in a range of
midwifery practice settings. The tool aims to improve the uptake of best available
evidence in clinical areas, providing midwives with the knowledge and guidance
needed to lead practice change projects.”

80

Slide 3

3.

Slide three demonstrates the first step towards implementing a new EBP:
Getting ready. This begins by an explanation of the “activities to help get you
started”, also providing midwives with a set of resources to consider and use in
the first step of initiating practice change.

Presenter: “Step one involves getting ready for practice change, emphasising the
importance of understanding the problem and creating a logical plan for achieving
evidence-based change. The hyperlinks lead to examples of the tools required to
complete step one of the process. Each tool provides a definition of its use and
application in practice.”
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Slide 4

4.

Slide four discusses step two of implementing practice change: Identifying
barriers and facilitators. The slide offers a definition for these terms, followed
by clear instruction on how to conduct a context assessment in the workplace.
Midwives are provided with two resources (attached as hyperlinks), which
assist them to identify possible individual and workplace factors that help or
hinder evidence implementation.

Presenter: “Step two provides midwives with guidance on how to identify the
barriers and facilitators of implementing successful practice change. The two
resources attached to the hyperlinks are based on individual and organisational
change theories. This activity illustrates the value of employing theoretical
frameworks to practice issues, ultimately increasing the likelihood of successful
outcomes for practice change projects.”
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Slide 5

5.

Slide five outlines step three of implementing practice change: Selecting change
strategies. This step asks midwives to map their identified barriers and
facilitators to appropriate change strategies, enabling midwives to target
resistant behaviours and leverage the facilitators of evidence-based change.

Presenter: “This resource provides midwives with competency activities and a
mapping template, which links implementation barriers to effective change
strategies derived from the TDF and COM-B theories. The purpose of this step is to
highlight the importance of applying theory to all practice change initiatives.”
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Slide 6

6.

Slide six presents step four of the implementation process: Implementing
change. Midwives are required to consider the specific activities they will need
to consider when developing strategies for implementing new EBPs in clinical
areas. This may include one-to-one mentoring, educational events, visual
reminders, interprofessional education, learning modules or involving
champions in practice change projects.

Presenter: “Step four provides midwives with a range of examples for action
strategies and how they work in practice. The resources located on this slide
illustrate a range of common action interventions that may be used to support
implementation of practice change projects in clinical areas.”
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Slide 7

7.

Slide seven discusses step five of the implementation process: Planning for
sustainability. During this step, midwives are asked to consider planning for
sustainability. This includes consideration for the anticipated length of time a
project will take to firmly embed evidence-based change, the EBP being
implemented, the adaptability of the EBP to the local environment and the
perceived benefits for changing practice. The step also articulates the
importance of planning implementation strategies from the outset of practice
change initiatives, providing a resource to facilitate the process.

Presenter: “Step five discusses the importance of planning for sustainability when
leading a practice change project. The resource attached to this slide provides a
template for midwives to establish specific goals and consider sustainability from
the outset of their practice change projects.”
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Slide 8

8.

The final slide includes an evaluation step: Evaluating outcomes. In this step,
midwives are provided with useful strategies commonly employed in
healthcare to evaluate the effectiveness and success of implementation
projects.

Presenter: “The final step is evaluating the success of your outcomes. Midwives are
provided with a range of tools to establish the effectiveness of their implementation
efforts, linking useful resources that enable midwives to track and evaluate the
implementation process, outcome and impact of their practice change project.”
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In conjunction with the above PowerPoint presentation, I developed a hard copy
resource manual that contained all the information, tools and steps included in the
eTool(KIT). The manual was emailed to all participants prior to attending the focus
group discussions, inviting midwives to review each tool and provide feedback on
its suitability for inclusion in the eTool(KIT). The cover of the resource manual is
presented below (Figure 10) and the full version is available in the appendix
(Appendix E).

Figure 10: A copy of the front cover of the resource manual emailed to participants
prior to attending the focus group discussions
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Stage 2

Action

Ensuring end user engagement was of the utmost importance throughout the
action stage of intervention development. To further clarify the problem and
understand the needs of midwives wanting to implement new EBPs, two online
focus group discussions were held during phase two of the study via the electronic
platform Zoom, in May 2020. I engaged with each group in a discussion based on
the same questions explored during the introductory focus group workshop. In
addition to this, I invited participants to reflect on the structure and presentation of
the proposed eTool(KIT), which included the information and resources outlined in
the resource manual. As each focus group concluded, participants were asked if
they were interested in receiving updates on the development of the eTool(KIT), all
midwives consented to this option. This ongoing engagement provided a tangible
way of remaining connected with the end users of the eTool(KIT). I remained in
contact with participants following the focus group sessions, which enabled me to
communicate the study’s progress and continue to receive feedback and
suggestions regarding intervention development. The key outputs from these
discussions are presented below (Table 9).
Table 9:

Key outcomes from the two online focus group sessions

Intervention development focus

Key outcomes(s) from phase two data collection

Target audience

•
•
•
•

Content

• ‘Create a simple tool that models the process
of change’ (MW16)
• ‘Consider a tool that explains the why, how and
who of implementing change’ (MW11)
• ‘Make it interactive’ (MW16)
• ‘Midwives want something quick and easy to
follow’ (MW12)
• ‘A print-out option would be good also’
(MW12)

Format

• ‘Consider on-the-run’ (MW17)
• ‘Some resources are too complex for the needs
of midwives, keep it simple’ (MW13)
• ‘The information needs to be centralised’
(MW11)

‘Consider midwives demographics’ (MW10)
‘Champions of change’ (MW14)
‘Independent midwives’ (MW12)
‘Include graduate midwives’ (MW14)
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Intervention development focus

Key outcomes(s) from phase two data collection
• ‘Make it real for midwives, have a midwife talk
about practice change’ (MW12)
• ‘An online resource would be great’ (MW15)

From the two online focus group sessions, I determined the feasibility of
existing implementation resources and gained insight into the specific needs of
midwives wanting to implement new EBPs on-the-run. Participants also
emphasised the importance of using plain language text, specifically referring to
two implementation science terminologies: “evidence implementation” and
“implementation strategies.” I revised the resource manual and removed this
terminology as it did not resonate with midwives. Similarly, two participants
(MW11 and MW14) found the TDF too complex for the needs of midwives,
therefore this tool was removed from the resource manual. As I reviewed the key
outcomes and transcripts from the conversations shared during the focus group
discussions, I established that in order to standardise the process of implementing
change, the eTool(KIT) not only needed to be web-based, but also needed to be
accessible in a hard copy version at midwifery work stations. One midwife
participant confirmed my idea, suggesting “What would work is an online tool…one
that standardised practice change…and another thought is you could have a
resource manual also, that way midwives could choose their preferred option for
accessing the tool…” (MW5).

Stage 3

Observation

Using Microsoft Word, I converted the PowerPoint presentation into a six-module
e-Learning package, comprising the information and tools midwives require to
implement sustained practice change. During this process, I focused on three key
components:
•

Building a hub for information-sharing and learning;

•

Encouraging use of best available evidence in midwifery practice; and

•

Improving the knowledge and confidence of midwives wanting to initiate
new EBPs in clinical areas.
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Once the learning content was developed, I sought the professional advice of
two senior learning designers from Edith Cowan University. I discussed the concept
of an e-Learning package, presented the module content and requested their
recommendations on what web-based platforms were best suited to developing
online resources. Working collaboratively with the learning advisors, I trialed the
online platform Articulate Rise 360, a lightweight web application used to design
interactive courses, which can be built following a sequence of logical steps. The
platform is particularly useful for on-the-run learners as it can be accessed from a
range of mobile devices (Trangenstein, 2008). I chose the colour purple as the
primary colour band for the eLearning package, which resonates with the colours
associated with the Australian College of Midwives (ACM), while also symbolising
the colour associated with women. All modules comprised the same format and
are demonstrated using the template below, which was created to illustrate the
interface and content of the e-Learning package (Figure 11).
NOTE: The images embedded in the following slides have either been sourced from
a royalty free imaging sharing website (UnSplash) or purchased from the image
repository: Deposit Photos.
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Figure 11: Example of the template for the e-Learning package interface:
“Implementing Practice Change in Midwifery”

The course begins with an introduction to implementing practice change,
outlining the structure and modules included in the course. The interface is simple,
easy to use and written in plain language. The course is divided into six clearly
labelled modules, all of which facilitate a six-step approach to practice change. To
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start the course, midwives click on the “start course” tab, which opens into a new
browser and module one commences (Figure 12).

Figure 12: Example of module one: “Getting Ready for Practice Change”

Midwives are provided with an overview and set of instructions for each
module, which clearly outline the content and tasks required for each step of
implementing practice change. The use of a “Toolkit icon” refers midwives to the
specific resources needed to complete each step of the implementation process.

92

These are embedded into each module, which the midwife can access through a
hyperlink to complete the implementation activities. (Figure 13).

Figure 13: The “Toolkit icon” is used to refer midwives to the resources required to
complete each step of the implementation process

To progress through each module, midwives must complete a set of core
competencies and learning activities (Figure 14). Once this is achieved the midwife
can progress onto the next module. It is anticipated this will ensure midwives have
the knowledge-base and skills to successfully lead practice change projects. Each
module includes practical resources and the information required to implement
EBP, while highlighting the barriers and facilitators of evidence-based change. The
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concept of ‘on-the run’ was addressed in the sense that midwives can access the
eTool(KIT) anytime and from any location, with the option of completing the work
asynchronously (i.e. at their own pace and at a time most convenient to them).

Figure 14: Example of learning activities in module one

Also included in each module is an interactive video, presenting a practicing midwife
sharing a personal experience of implementing practice change (Figure 15). This was
considered an important feature by all participants, who expressed the value of hearing
real-time stories from midwives who had experience in evidence implementation in the
workplace.
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Hi, my name is Maree and I’d
like to share my experience of
trying to change practice at
my workplace…it was hard
work!, but I did it!

Figure 15: Example of an interactive video in module one

The final section of each module includes an online quiz to consolidate midwives
understanding of the core competencies in the module and includes a print-out option for
automated feedback on how successful the learner was in completing each module (Figure
16).
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Figure 16: A sample question from the online quiz

The module then concludes and the learner progresses through to the next step of
the practice change process (Figure 17).

Figure 17: Example of completing module one, and preparation for moving onto
module two

96

Stages 4 and 5 Reflection and evaluation
The final stage of intervention design was conducted in July 2020. All midwife
participants were emailed a copy of the eTool(KIT) content and interface, which
broadly outlined all material included in the e-Learning package. Participants were
invited to provide feedback or comment on any aspect of the resource, which was
taken into consideration during the final stages of intervention development.
Throughout this stage, I reflected on the collaborative working partnership I
had developed with midwives, who both inspired and encouraged me to co-create
this resource. I know that all midwives are passionate about EBP and developing a
tool to support their efforts is a responsibility that I am committed to. Midwives
are often misled to believe they don’t have the strength to lead practice change
initiatives, but as this study demonstrates, midwives do have the capacity to
challenge old practices and update longstanding ways of thinking. However, to
accomplish this they require knowledge of implementation processes, collegial
support and practical guidance to ensure successful outcomes are achieved. The
work conducted throughout the intervention development stage resulted in the
development of a blueprint for an eTool(KIT) for midwives, designed to improve
processes for midwives wanting to implement new EBPs in clinical areas. It is
anticipated this resource will be centralised through a web-based platform and
promises to standardise the process for implementing sustained practice change in
clinical areas. The course will be accessible online and midwives will be able to
download the learning material onto a range of mobile technologies (Figure 18).
The end product will provide midwives with a six-step approach to practice change.
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Figure 18: Example of the “Implementing Practice Change” course accessible via a
mobile phone and tablet

Trustworthiness and rigor in qualitative research
Concern for trustworthiness and rigor in qualitative research has been well
established by Lincoln and Guba (1986). Trustworthiness is a term that refers to the
quality of a study, including assurance that a clear and true representation of the
research process has been documented (Liamputtong, 2017). It is acknowledged
that the findings of this study were used to inform the development of the
blueprint for the eTool(KIT), thus relate to the concept of trustworthiness in this
context. Rigour is a term used to articulate the strategies employed to enhance the
credibility of the research process, thus when the two are combined, a study should
both reflect and articulate a transparent approach to the research process. To
optimise the trustworthiness and rigor of this study, Guba’s model of
trustworthiness for qualitative research was employed (Guba, 1981). This model is
based on the identification of four criterion: Truth value, Applicability, Consistency
and Neutrality. These criteria are defined in detail below along with their
application to the study.
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Truth value
Truth value refers to the believability of findings, questioning whether the findings
from which a study was undertaken provides the reader with confidence (May &
Holmes, 2012). I was able to achieve this criterion by sharing the data transcripts
with my supervisory team, who provided feedback on accuracy of reporting and
interpretation of the findings. Similarly, as a form of member-checking, participants
were invited to share their view on the findings and discussion generated from this
study.

Applicability
Applicability (also known as transferability) refers to whether findings from one
study are transferable to other groups, contexts and settings (Schneider &
Whitehead, 2014). Guba (1981) suggests applicability in qualitative research
“attempts to establish the degree to which findings can be applied to other contexts
and settings or with other similar groups” (p. 90). In qualitative research this is not
always possible; however, providing in-depth descriptions of the categories and
their constituent findings may prove to be beneficial in other similar situations
(Lincoln & Guba, 1986). A method for optimising the likelihood of this is to ensure
the data provides “a thick description…to enable someone interested in making
transfer to reach a conclusion about whether a transfer can be contemplated as a
possibility” (Lincoln & Guba, 1986, p. 80). By providing a detailed and clear audit
trail, I ensured other researchers and clinicians could determine whether the
findings presented in my study resonate with other workplace contexts.

Consistency
Consistency refers to the ability for scientific research to be replicated and produce
similar outcomes or results in a similar context (Liamputtong, 2017). In qualitative
research, consistency “is the criterion concerned with stability, reliability and
equivalence” in relation to the transferability of a study (Guba, 1981, p. 76). This
provides assurance that the research trail is both accurate and consistent.
Throughout this study I maintained a detailed account of the research process
through careful record-keeping and regular auditing by my supervisory team.
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However, some degree of variability in qualitative data is to be expected, as
qualitative research is subjective and may vary depending on individual experience
and interpretation (Schneider & Whitehead, 2014). In this context, I approached
the research journey with an open mind, listened to the various perspectives of
participants and documented an accurate audit trail that I felt confident could be
replicated to produce similar findings in another context.

Neutrality
Neutrality suggests there is potential for findings to be shaped by biases, personal
or professional, which can alter the fundamental outcomes of research (Guba,
1981). In Guba’s model of trustworthiness (Guba, 1981), neutrality refers to the
“degree to which findings are a function solely of the informants and conditions of
the research and not of other biases” (p. 77). This was achieved by decreasing the
distance between myself and the participants. Guided by the principles of AR, I
optimised the collaborative partnership I had formed with midwives, creating a
neutral relationship where equity and democracy were prioritised. At times I felt
somewhat an ‘insider’ as I am a midwife and the experiences shared by the
participants resonated with my own experiences as a midwife and advocate for
EBP. Feeling this connection with participants enabled me to enact prolonged
engagement, lessening the distance between myself and the participants as the
research journey progressed through the various stages of AR.

Ethical considerations
Ethical approval for this study was granted by Edith Cowan University Human
Research and Ethics Committee on 30th January 2019 (No. 2018-00007-DELEO)
(Appendix H). Only negligible risks to participants were anticipated and none
eventuated. Regarding the ethical considerations required for this study, it is
important to acknowledge that AR is a process of inquiry founded in human
engagement. Consequently, there is a need to follow ethical guidelines to protect
participant involvement throughout the research process. These rudiments are
underpinned by respect and integrity for human interest and the management of
ethically responsible research (McMurray et al., 2004). I was bound by a duty of
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care to ensure that the partnerships developed throughout the research process
were based on the principles of beneficence, respect for human dignity and justice.
These three principles will be briefly discussed.

Beneficence
The ethical principles of beneficence are concerned with keeping participants safe
and removing potential harm so that the benefits of research outweigh the risks
(Schneider & Whitehead, 2014). Before commencing this study, I assessed for risks
of potential harm and concluded the benefits of conducting this study were
significant and outweighed any potential harm that may occur as a result of
participating in this study. The negligible risks identified involved loss of time for
participants, possible disclosure of personal identity and a small risk that some
participants may experience emotional distress relating to sharing personal
experiences. To minimalise the chance of these risks eventuating, I endeavoured to
co-ordinate all interviews at a time most convenient for each participant in an
environment that was private and comfortable. Where possible, I travelled to meet
with participants so they did not have to commute, also offering to collaborate with
participants via telephone or Zoom. All participants were assigned a pseudonym to
ensure confidentiality during interviews. Data collection, data analysis and safekeeping of transcripts was completed by myself and shared with permission among
members of my supervisory team. Member-checking included only my supervisory
team and consenting participants of the study. All participants were updated on
the progress of the study and I remained contactable throughout the research
process for questions or discussion about the progress of the study.

Respect for human dignity
Respect for human dignity relates to participants having the right to make selfdetermined choices without consequence or being penalised for their actions
(Schneider & Whitehead, 2014). Participating in this study was a voluntary action,
where participants were provided with an information sheet followed by a consent
form if they agreed to commit their time and involvement in the study. All
participants were given opportunity to ask questions prior to being interviewed and
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were informed they could withdraw at any point of the study if they wished. There
were no participant withdrawals.

Justice
In a broad sense, the ethical principle of justice refers to the enactment of sharing
the benefits of research with society as a whole, giving all persons opportunity to
participate where possible in scientific research (Schneider & Whitehead, 2014).
The practice of justice within this research was concerned with safeguarding the
privacy of participants to ensure those consenting to participate in the study were
not subjected to subsequent inequality or bias. All participants were recruited for
their knowledge and expertise in implementing EBP, thus they were able to fulfil
the objectives of the study. Following data collection and transcribing, audio
recordings were deleted from software. Throughout the study all transcripts and
personal information relating to participants, along with their consent forms, hard
copy transcripts of their interviews, raw data, memos and notes were locked in a
filing cabinet in the School of Nursing and Midwifery that only I have access to. All
data will be archived according to the Edith Cowan University Research Ethics
Manual (REM)

Summary
This chapter has presented an overview of the methods undertaken for this study
and clarified the research aim. The study design and the four AR research stages
have been presented to demonstrate their relevance within the study design. The
methods used for data collection and analysis were described and the intervention
development process clearly outlined. Last, measures for trustworthiness and the
ethical considerations used to ensure rigour and confirmability of this study were
presented. In chapter five, the findings of this study are presented in detail.
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Chapter Five: Findings

Introduction
The information provided in chapter four described in detail the methods used to
undertake this study, together with the ethical and trustworthiness measures used.
In chapter five, I present the findings of this study, described in a publication titled:
“Midwifery leaders’ views on the factors considered crucial to implementing
evidence-based practice in clinical areas” and a manuscript currently under review:
“Exploring the usability of the COM-B model and Theoretical Domains Framework
(TDF) to explore the underlying helpers and hindrances of evidence-based practice in
midwifery”. Together these represent the experiences of 17 Australian midwives
who shared their personal accounts and views on implementing EBP, reflecting on
the helpers and hindrances of evidence-based change in clinical areas.

Paper two: “Midwifery leaders’ views on the factors considered
crucial to implementing evidence-based practice in clinical areas”
The second paper was accepted on 1st September 2020 with Women and Birth,
articulating midwifery leaders’ views on the factors considered crucial to
implementing EBP in clinical areas. The findings were derived from the introductory
focus group workshop and face-to-face interviews, which were analysed and
grouped into six sub-categories. These were then merged into three major
categories, from which one overarching core finding was developed. This is
presented as an interpretive statement: “To lead implementation of EBPs, midwives
need practical solutions and a map of the process, packaged into a centralised webbased resource”.
Together, these findings depict the overarching experiences and opinions of
eight midwifery leaders, who had either overseen or led a practice change initiative
in their workplace. The manuscript is provided in full below.
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Paper two: De Leo, A. D., Bayes, S., Butt, J., Bloxsome, D., & Geraghty, S.
(2020). Midwifery leaders’ views on the factors considered crucial to implementing
evidence-based practice in clinical areas. Women and Birth Journal. Advance online
publication. https://doi.org/10.1016/j.wombi.2020.08.013
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Paper three: “Exploring the usability of the COM-B and Theoretical
Domains Framework (TDF) to define the helpers of and to hindrances
evidence-based practice in midwifery”
The third article was submitted in July 8th 2020 and remains under review with the
journal Implementation Science Communications (Appendix F). The manuscript
presents new insight into the usability of combining a behaviour change theory with
a context assessment tool to diagnose the underling helpers and hindrances of
implementing evidence-based change in clinical areas. The findings were derived
from the data obtained during the introductory focus group workshop and face-toface interviews, which were analysed using thematic analysis. One overarching core
finding emerged, characterising participants’ views on what factors help or hinder
the implementation of EBP in clinical areas. This is expressed and an interpretive
statement: “Fear can stop change and midwives lack the confidence and knowledge
to implement EBP, however stakeholder buy-in and strong midwifery leadership is
advantageous.” This core finding is underpinned by four major categories, three of
which represent factors that hinder the implementation of new EBPs in clinical
areas, the fourth considers factors that help the process.
These major categories and their constituent categories and findings were
mapped to a behaviour change theory (COM-B model) and context assessment tool
(Theoretical Domains Framework), which when combined, proved useful for
diagnosing the underlying helpers and hindrances of EBP. Together, these tools
highlighted potential hindrances for midwives to address before initiating a new
EBP, also emphasising the helpers or ‘leveraging factors’ midwives could employ to
increase the likelihood of successful implementation outcomes. This manuscript
(currently under review) is provided below, with the complete data set attached to
Appendix G.

112

Paper three: Currently under review
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Summary
This chapter has provided evidence of the findings that emerged from data analysis
to present the major categories and overarching core findings that were
subsequently synthesised. These were presented in paper two: “Midwifery leaders
views on the factors considered crucial to implementing evidence-based practice”
and a manuscript currently under review: “Exploring the usability of the COM-B
model and Theoretical Domains Framework (TDF) to explore the underlying helpers
and hindrances of evidence-based change in midwifery”. Chapter six will extend
the discussion of these findings from a critical realist perspective, make sense of
their meaning and relate the key issues identified to the current evidence-topractice gap problem midwives’ experience in Australian maternity services.
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Chapter Six: Discussion

Introduction
The aim of the study reported in this thesis was to confirm the need for and value
of an evidence implementation resource for midwives working in clinical areas. This
included the development of a blueprint for that resource in conjunction with end
users. The specific objectives set were to explore the views and experiences of
midwives who had tried to implement an EBP, establishing key factors that both
help and hinder midwives efforts to initiate evidence-based change. This led to the
development of a blueprint for an eTool(KIT) for midwives, which clearly outlines
the steps needed to implement EBP into clinical areas.
In chapters one to three, I introduced the study and established the context of
my thesis. This was demonstrated with a published comprehensive integrative
review, highlighting a knowledge gap that justified the need for this study. A
detailed explanation of the philosophical and methodological underpinnings of this
research was also provided. Chapter four presented an in-depth description of the
research process undertaken and a blueprint of the intervention design. The
original findings that emerged from data analysis were presented in chapter five in
the form of one published paper and one manuscript currently under review. The
purpose of chapter six is to discuss the meaning of the findings that emerged from
the data collected for this study, considering these findings within a critical realist
framework. The chapter will also highlight the unique contribution this research
has made to the discipline of midwifery and the wider academic community, which
provides the basis for the recommendations made in chapter seven.
To facilitate a deeper understanding of the factors that influence midwives’
efforts to lead practice change in clinical areas, three higher order codes were
developed using an analytical process that involved progression from description
(wherein the data are organised into patterns or themes) to interpretation, from
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which an attempt to theorise the significance of the patterns and their broader
meanings or implications is made (Pattern, 1990). These higher order codes, which
head the sections of this chapter, make overall meaning of the factors that
contribute to the timely adoption of EBP in maternity care. They are as follows:
“It’s hard to overcome the resistance towards new EBPs, midwives are passionate
yet reticent towards leading practice change”, “Inter-disciplinary collaboration and
organisations supportive of change are key to improving implementation processes
for midwives” and “To lead practice change initiatives, midwives require knowledge
of system-level change and a clear process for evidence implementation”. These
higher order codes are discussed throughout this chapter in conjunction with
relevant literature within a critical realist framework.
From a CR perspective, reality is a stratified system of objects with causal
powers that in effect influence the activities and outcomes of the interactions that
occur in the real world. (Mingers, Mutch, & Willcocks, 2013). Pawson and Tilley
(1997) describe the interplay between context (C), mechanism (M) and outcome
(O), which align with the stratified ontology of CR (the empirical, the actual and the
real domains), advocating for more open systems or inter-relationships between
these domains. As a novice researcher, I sought a philosophical underpinning that
could accommodate the complexity of undertaking an AR study and the problems
associated with practice change. Critical realism has proven a perfect fit for
exploring these issues. It provided a stratified framework within which I was able to
explore the individual, local and system level influences that affect midwives
capacity to implement new EBPs. These emerged to reflect factors within the
empirical, actual and real domains. In turn, by employing CR, I was able to apply
this new knowledge to the co-development of a blueprint for a new process for
midwives wanting to initiate practice change in clinical areas, while addressing the
three domains of CR. As a reminder, these domains are presented in Figure 19 (also
seen in chapter three).
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Real
• The system-level influences that may, or may not, impact
evidence implementation at the empirical level

Actual
• The local context where evidence implementation occurs;
and
• The workplace culture and relative priority of EBP to the local
context

Empirical
• The observable activities and actions that occur when
midwives' attempt to implement evidence-based change in
clinical areas; and
• The behaviours and experiences of midwives' and other
maternity care providers involved in the process
Figure 19: The three domains of critical realism

The empirical domain: It’s hard to overcome the
resistance towards new EBPs, midwives are
passionate yet reticent towards leading practice
change
The first and innermost domain of CR is the empirical. The empirical domain is
arguably the most observable, reflecting the events and experiences that occur as a
result of generative mechanisms that affect the day-to-day activities and
interactions of individuals in the real world (Walsh & Evans, 2014). Fundamentally,
the empirical domain surmises “what a person perceives from their senses, what
they see and feel, and what they experience” (Nairn, 2012, p. 7).
The major categories to emerge from the findings in my study, labelled “Fear
can stop change, it’s personal for midwives” and “Midwives are tired of fighting the
battle for evidence-based change, they need knowledge and the confidence to bring
about practice change”, represent the empirical considerations that influence
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midwives capacity to lead practice change in clinical areas. Although most
midwives support and champion for EBP, they express reticence towards leading
practice change for four reasons: midwives fear resistance and vilification, they are
uncertain of how to lead practice change projects, leadership (of change or
otherwise) is not specified as a role expectation in midwifery practice standards,
and midwives recognise that support from their own leaders is not always
guaranteed.
Change management in healthcare implicates all aspects of practice and in
the current study, embarking on practice change emerged as an arduous and at
times unrewarding experience. This was the case whether participants were trying
to implement practices that were simple but known to be effective, or new systemwide evidence-based policies. Feelings of fear, vilification, uncertainty and ‘battle
fatigue’ were expressed by all participants, who described the resistance and
ongoing criticism they received from staff at all levels while trying to initiate
evidence-based change in the workplace. Several midwives disclosed the only way
they were able to successfully implement new EBPs was to ‘be quiet about it’
(MW5). In addition to these sentiments, participants voiced apprehension
regarding the seemingly personal costs of leading practice change through their
reported concern for its impact on midwives workload, the interruption to
midwives work-life balance and on the inter-relationships between medical staff,
midwives and management.
Previous literature from both Australia and internationally support the
findings reported in this study. Bayes et al. (2019), in their study exploring
midwives’ experiences of implementing practice change, reported midwives to have
been subjected to fear-mongering, threats and gatekeeping from staff at all levels,
as midwives described the frustration and fatigue they experienced while trying to
improve midwifery practice or lead evidence-based change. Similarly, work by
Toohill et al. (2017) found midwives feared losing their registration or would be
blamed for adverse patient outcomes as a consequence of implementing new
practices, despite these being based on best available evidence. Collectively, the
findings of these studies echo the views and experiences of participants in the
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current study, confirming midwives are right to be fearful of leading practice change
as there are personal costs associated with doing so.
In addition to fear and the perceived personal costs of leading practice change
projects, the findings in this study also confirm midwives are time-poor and have
limited opportunities to engage in EBP projects during work hours. This was
compounded by the apparent expectation that midwives are obligated to manage
increasingly heavy workloads and care for rising numbers of women with
complicated health or risk profiles, without adequate time allocated to complete
basic midwifery tasks. Subsequently, participants engaged in practice change
activities after hours or on rostered days off so their projects did not impinge on the
quality of care they provided to women at work. This was the case even when they
had been charged to lead a change project by their manager.
Midwives workloads have been extensively reported on in the literature and
are considered a significant barrier to implementing EBP. Azmoude, Aradmehr, and
Dehghani (2018) found in their study reporting midwives’ attitudes and barriers to
EBP that time limitations and insufficient resources limited midwives’ opportunity
to implement EBP during work time. Similarly, Fairbrother, Cashin, Conway, Symes,
and Graham (2016) found, as I did, that insufficient time and heavy workloads
contributed to both midwives and nurses perceived reluctance to initiate practice
change projects. Participants rated “time and busyness” as the most prominent
barriers to changing practice (Fairbrother et al., 2016). Geerligs and colleagues
(2018), through a systematic review of the literature, explored various staffidentified barriers and facilitators of EBP, categorising these into three core
domains: system, staff and intervention. Consistent with the findings in my study,
participants articulated staff workloads, insufficient time to implement practice
change and staff attitudes towards EBP influenced the degree to which new
practices were effectively embedded into clinical environments. Additionally, as my
own participants voiced, those interviewed by Geerligs et al. (2018) attributed the
degree to which their implementation efforts were accepted by colleagues was
largely dependent on the level of “staff commitment and their attitudes towards
practice change” (p. 17). These studies clearly resonate with the findings of my
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study, justifying midwives’ fear of leading practice change as they have limited time
or support to undertake these activities. Further to this knowledge, the current
study provides new insight into midwives attitudes towards leading practice
change: midwives are not resistant to new practices per se, rather they are reticent
towards change leadership and are unsure of how to enact it.
In my study, the feelings of uncertainty and doubt expressed by participants
in regard to leading practice change was associated with a broader sense of
ambiguity regarding midwives professional role as leaders. This was due to a
perceived lack of authority to initiate evidence-based change or being able to assert
their views in professional forums. These issues are consistent with work by
Azmoude et al. (2018), who reported midwives felt inadequate and lacked “the
authority to change patient care procedures” (p.124). Similarly, literature within
the field of nursing support these findings, suggesting nursing staff express low
levels of autonomy and authority to change practices that directly affect clinical
care (Williams, Perillo, & Brown, 2015).
In the current study, all participants agreed midwives’ require training in
leadership and assertiveness to improve their confidence to lead practice change
projects. Significantly, two participants reflected on the perceived sense of control
medical staff have over midwives, articulating there was no expectation for
midwives to lead practice change projects as current maternity services continue to
be dominated by the medical profession. Another participant commented
midwives are commonly “ignored or undermined” by obstetricians, suggesting in
order to improve midwifery services for women midwives must learn to be
“champions of evidence-based change” (MW12).
Throughout the literature various interpretations of the term leadership have
been described, reflecting the broad view that leadership is a way of focusing and
motivating people to achieve their aims and ideas (Bannon, Alderdice, & McNeill,
2017; Bishop, 2009). Similarly, contemporary perspectives in regard to leadership
infer that change leaders enact desired skillsets and behaviours to improve the
success rates for evidence-based change (Gill, 2002). These behaviours, according
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to Kotter (2012), are associated with strong values, communication and training.
Other examples include role modelling positive behaviours, facilitating change
efforts and supporting those who are inspired to initiate change (Gilley et al., 2009).
All of these definitions characterise what participants in my study voiced, that
leading evidence-based change requires strong midwifery leadership and support
from all levels.
These sentiments are reiterated in studies that explore the role of midwives
and midwifery leadership in the context of maternity services. Hewitt, Priddis, and
Dahlen (2019) report the attributes considered essential to hold effective
management and leadership positions in midwifery, asserting midwives require
education in leadership, mentoring and emotional intelligence to both manage and
safeguard midwifery-led services. Consistent with the findings in my study, Hewitt
and colleagues (2019) also acknowledged the “invisibility of midwives” (p. 170),
which authors attributed to the perceived opinions of medical staff regarding
midwives, who reportedly view the profession of lower status in comparison to
medicine. Undoubtedly, the medical profession continues to “hold the power” in
clinical decision-making and autonomous practices in most clinical areas (Hewitt et
al., 2019, p. 171). Carragher and Gormley (2017) highlight the importance of
effective midwifery leadership to facilitate implementation of high quality
maternity care, however stopped short of making recommendations as Hewitt et al.
(2019) did, about how this could occur. Nonetheless, the findings reported by
Carragher and Gormley (2017) resonate with the experiences shared by participants
in my study and confirm, as do Hewitt and colleagues (2019), the need to invest in
more formal processes to support midwives in both leading evidence-based change
and working in partnership with the medical profession. This is also reinforced in
regulatory guidelines for registered midwives in Australia and elsewhere, where
legislation acknowledges the value of inter-disciplinary communication to ensure a
partnership approach to woman-centred care (NMBA, 2018).
The Nursing and Midwifery Board of Australia outlines the need for midwives
to actively contribute to improving the quality of maternity services through
collaborative practice in their daily work (NMBA, 2018). However, no clear insight is
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provided in relation to midwives’ role as change leaders or their obligation (if any)
to implement new EBPs into routine maternity care. Arguably, this assumes the
responsibility of leading practice change activities lies elsewhere, rather than being
a responsibility of midwives and midwifery managers. This concept was discussed
throughout the current study and participants agreed that although not every
midwife will follow a career trajectory in a formal leadership role (for example
management or executive positions), all midwives need to feel supported to lead
evidence-based change, and as such must be equipped with the knowledge and
confidence to implement new practices that are current and based on the highest
quality evidence.
As well as reflecting on the regulatory expectation for midwives to contribute
to improving the standard and delivery of quality maternity care, participants in this
study also considered their duty of care to women, which often conflicted with their
professional obligation to practice according to hospital policy and standards.
Several midwives voiced that despite knowing of new EBPs they felt mandated to
adhere to their hospital guidelines, rather than practice according to best available
evidence. For midwives, there is often a tension between wanting to practice
evidence-informed care and being required to adhere to policies that may not
reflect best available evidence or be harmful if applied routinely (Miller et al., 2016).
As exemplified in the findings reported in this study, midwives at times feel
challenged to adhere to organisational policy or enact interventions that are
increasingly focused on risk aversion or the medicalisation of birth (Miller et al.,
2016; O'Connell & Downe, 2009). This may drive midwives to initiate more practice
change projects, and if this is the case, effective midwifery leadership may be a key
skill required for midwives to efficiently implement new EBPs into clinical areas.
Gaining support from management and midwives holding senior positions
was considered advantageous by all participants in this study. These individuals
(also labelled “change leaders” or “change champions”) were recognised as
instrumental to improving the likelihood of successful outcomes if involved in the
process. Participants unanimously agreed that in order to successfully embed new
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EBPs into routine midwifery care, managerial support and reinforcement from
change leader midwives was essential.
Supporting change across an organisation, whether it be through knowledgesharing or enacting positive behaviours towards EBP, is generally affiliated with
strong leadership and knowledge of how to lead change initiatives (Carragher &
Gormley, 2017; Eisenbach, 1999). Although much of the literature surrounding
change explores the processual issues of implementing change, there is growing
recognition for the role of change champions or change leaders in sustaining
evidence-based change (Allen, 2016). As exemplified in the findings of my study,
most participants acknowledged the leveraging impact of securing managerial
support or a senior midwife to assist with implementing practice change. These
findings concur with work undertaken twenty years ago by Kirkham and Stapleton
(2000), who reported on change initiator midwives, suggesting the need for
“someone with clout” who could advocate for midwives and provide assurance
when support was needed (p. 468).
In addition to midwives role as change leaders, participants in my study
provided new insight into midwives obligations as change leaders. Participants felt
at times they were not only responsible for leading practice change, but were also
expected to identify the need for practice improvement and model behaviours that
promoted the timely adoption of EBP. However, these expectations were not
always realised as several participants recalled feeling isolated or unsupported
while trying to implement change. This led to projects losing momentum, which
effected midwives’ self-confidence and their perceived competence to lead practice
change. Like the findings in my study, a systematic review by Lau et al. (2016)
reported support from both colleagues and management were shown to facilitate
evidence implementation and clinicians satisfaction in regard to initiating change.
Not unlike other healthcare professionals, the participants in my study
expressed the need to feel their ideas were valued in the organisations in which
they worked. Williams et al. (2015) confirm this view, suggesting healthcare staff
need to feel they have the autonomy and knowledge to initiate practice change in
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order to feel supported by their organisation. Additionally, participants spoke of
not knowing how to lead practice change projects and were unfamiliar with the
process of evidence implementation. To date, work by Bayes et al. (2016) is the
only publication to explore the concept of evidence implementation in midwifery.
Authors suggest that despite a range of existing implementation tools, largely from
the field of IS, none exist specific to the needs of midwives or the issues they
encounter while attempting to implement evidence-based change (Bayes et al.,
2016). These findings concur with the views of participants in my study, confirming
that no literature or tools currently exist on evidence implementation in midwifery.
As such, this study is significant in that it promises a solution to the challenges
midwives experience when trying to initiate evidence-based change. It is
anticipated the eTool(KIT) will provide midwives with the knowledge and
confidence needed to successfully lead practice change projects in clinical areas.
Fundamentally, what underpins effective practice change projects is a greater
understanding for how local occurrences at the empirical level both help and hinder
midwives efforts to lead evidence-based change in clinical areas. As the findings of
my study demonstrate, consideration for activities within the empirical domain
revealed midwives’ perceived fear and reticence towards leading practice change,
their uncertainty concerning implementation processes and the value of local and
organisational support in regard to leading practice change projects. Significantly,
the findings discussed within this empirical domain confirm that midwives have the
capacity to both influence and leverage outcomes and decisions regarding practice
change. In this context, the eTool(KIT)promises to provide a structured, evidencebased approach to implementing practice change, which is both sensitive and
responsive to the context of maternity care and midwives working within clinical
areas. However, for this to occur midwives need to feel they have the knowledge
and confidence to engage in leadership activities, working in environments
supportive of change.
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The actual domain: Inter-disciplinary collaboration
and organisations supportive of change are key to
improving implementation processes for midwives
Within the stratified ontology of CR the actual domain is considered mid-level,
consisting of events that may (or may not) occur in response to the activities that
eventuate at the empirical level (Walsh & Evans, 2014). Simply, they are the
environmental influences and regulatory powers that influence midwives capacity
to successfully implement new EBPs.
The major categories to emerge from the findings in my study, labelled “For
midwives, medical opposition and workplace culture are the biggest challenges” and
“Having stakeholder buy-in and strong midwifery leadership is a huge advantage”
represent actual considerations that both help and hinder midwives efforts to lead
practice change. Although midwives are motivated to implement new EBPs, they
assert two underlying hindrances interrupt their efforts: local resistors and
workplace culture. Comparatively, midwives also recognise that inter-disciplinary
collaboration and securing strong stakeholder partnerships are beneficial to the
process and outcomes of all practice change projects.
In my study, medical opposition was considered the most significant barrier to
achieving timely evidence-based change. For many participants, this was
articulated as “local resistance”, which described the sabotage and gatekeeping
participants experienced when they tried to implement practice change. One
midwife, who tried to implement waterbirth facilities in her workplace, recalled
observing obstetric “tantrums” and felt intimidated by medical staff who refused to
support her and threatened to withdraw obstetric services if practice change
occurred. Another participant recalled the resistance she experienced from a
medical director, who rejected “buy-in” to an initiative that was essentially
midwifery-led.
Like the findings in my study, medical opposition is a well-reported barrier to
evidence implementation in maternity care. Azmoude et al. (2018) ranked “lack of
co-operation from physicians” (p.124) as one of the most perceived barriers of EBP
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by midwives. Likewise, in a study exploring the use of EBP in midwifery, Kennedy,
Doig, Hackley, Leslie, and Tillman (2012) reported physicians to be the most likely
persons responsible for hindering midwives efforts to implement EBP. Despite
these reported setbacks, participants in my study considered medical staff a key
factor to successful evidence implementation, acknowledging the benefits of interdisciplinary collaboration and workplaces supportive of change.
Workplace culture is key to the efficiency of all system-level productivity and
the degree of job satisfaction expressed by employees. Within maternity services,
one of the most cited barriers to EBP is organisational culture (Toolhill, Sidebotham,
Gamble, Fenwick, & Creedy, 2017; Williams et al., 2015). This operates at many
sites and levels, and from a critical realist viewpoint is often indicative of the
influential mechanisms at play within the wider system (Haigh, Kemp, Bazeley, &
Haigh, 2019). Similar to the findings reported in my study issues such as “low
morale and inappropriate workplace behaviours” influence midwives’ capacity to
care for women and engage in day-to-day midwifery tasks (Catling, Rossiter, &
McIntyre, 2020, p. 2). Bloxsome, Ireson, Doleman, and Bayes (2019) explore these
findings further, suggesting a correlation between workplace culture, staff attrition
and rates of burnout. Coles and colleagues (2020), in their study exploring the
influence of contextual factors on quality improvement activities, assert
organisational culture is a key consideration to improve workplace efficiency,
highlighting that organisational culture can act to both “drive change or undermine
improvement efforts, depending on an organisations readiness to change” (p. 17).
Notably, when the context is receptive to evidence-based change, the process of
implementation is more aptly facilitated (Kitson, 2009). These sentiments confirm
the findings of this study and demonstrate the relationship between workplace
culture and the interplay between individuals, the context and the outcomes of
practice change activities.
Participants in my study collectively agreed that feeling supported by
midwifery managers and having inter-disciplinary support were leveraging factors
to the outcomes of their practice change projects. This was amplified when
collaborative working partnerships were formed. Testament to this are reports that
144

clinicians are less likely to initiate new EBPs if they feel unsupported by their
colleagues and managers (Wallis, 2012). Arguably, solutions to this issue lie in the
development of more open systems of communication between midwives,
management and other maternity care providers. Consistent with the views of
participants in my study, other key strategies include consideration for interdisciplinary partnerships, mentorship programs for midwives and education to
better prepare midwives for leadership roles in practice (Hewitt et al., 2019). In this
context, the eTool(KIT) promises to provide midwives with knowledge and the skills
needed to engage in change leader activities and lead practice change projects with
confidence and aptitude.
Collaboration throughout this study was not only considered an important
feature of the selected research methodology, but also a constituent part of this
study’s underpinning design. While many of the research outcomes presented
relate to the process of implementing practice change, a considerable portion of
the findings communicate the value of participatory action research and employing
a co-operative approach to problem-solving. Similarly, while this study reports on
the numerous barriers midwives experience when implementing practice change,
what remained central to the solution was the value of stakeholder engagement
and the benefits of consulting a broad range of stakeholders to solve complex
problems in healthcare. Participants in this study undoubtedly contributed to the
successful outcomes generated from this study, illustrating the value of stakeholder
engagement and the co-operative working partnership that occurred as a result of
this AR study.
There is an abundance of literature describing the meaning of stakeholder
engagement, which includes terminologies such as collaboration, alliance and
partnership (Leviton & Melichar, 2016; Rycroft-Malone et al., 2016a). However, a
simple definition can be expressed as “those with an interest or ‘stake’ in an activity
or its evaluation” (Leviton & Melichar, 2016, p. 803). Similarly, stakeholder
engagement can be considered a courtship of two or more individuals or
organisations, with each party having an investment in the outcomes intended
(Esmail, Moore, & Rein, 2015). In midwifery terms, and a variation of the meaning,
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engagement is used to describe the movements of the fetal head as it descends into
the maternal pelvis during the latter stages of pregnancy (Desurmont, Houzé de
l'Aulnoit, Brabant, & Houzé de l'Aulnoit, 2018). What is shared between these
definitions is the concept of two objects coming together for a short or long term to
achieve a particular outcome. The act of coming together is influenced by the tacit
knowledge and personal experience each party brings to the relationship.
Successful engagement relies on the way people work together, how they
interact, contribute and make sense of the relationship. Effective engagement
activities foster mutuality and respect, much like the partnership between a woman
and a midwife, who are both responsive to the needs of each other and build a
relationship founded in trust. From a psychoanalytic perspective, effective
stakeholder engagement is considered the outcome of a relationship between “the
container and the contained” (Billow, 2003, p. 28). The container is the
organisation and the process of engagement, which provides boundaries for that
which is contained; the contained refers to the persons and context engaging in the
process (Zinkin, 1989). The organisation creates the space needed for stakeholders
to engage, learn and collaborate. Through its culture and leadership, the
organisation acts to support the process of engagement, in effect facilitating
localised improvement through change. The outcome is transformative and a result
of their co-operative partnership.
Drawing on the experiences described by participants in this study, thought
for stakeholder engagement and inter-disciplinary collaboration is essential. All
participants identified numerous features for creating meaningful stakeholder
partnerships: supportive organisational infrastructure, collaborative working
partnerships and the formation of open systems of communication between all
levels of the wider healthcare system. These features resonate with the
underpinning principles of CR and demonstrate the significance of system-level cooperation between the empirical, actual and the real domain.
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The real domain: To lead practice change initiatives,
midwives require knowledge of organisational
change and a clear process for evidence
implementation
The outer most domain, labelled the real, encapsulates the empirical and actual
domains of critical realism. This domain consists of generative mechanisms, causal
powers or tendencies, which trigger the events that occur in the actual and real
domains (Haigh et al., 2019). In midwifery, the real domain is concerned with
system-level influences that both affect and contribute to the outcomes of all
practice change projects.
The major categories that emerged from the findings in my study, titled “To
lead change initiatives midwives need knowledge of implementation processes,
packaged into a centralised resource”, “Consider digital technology and design a
resource that’s accessible and practical for on-the-run midwives” and “To firmly
embed change, the resource should help build a network and link midwives
together” represent the underlying factors that impact midwives’ role as change
leaders and champions for EBP. The final meaning derived from these findings
affirm that midwives require system-level knowledge of organisational change and
a clear process for evidence implementation to effectively lead practice change
projects.
The participants interviewed in my study recognised the constraints and
influence of health organisations on midwives’ ability to lead practice change
projects. Also acknowledged is the persistent tension between practice and the
priorities of an organisation to meet local state or national policy requirements. All
participants agreed that implementing practice change requires organisational
commitment and knowledge of change management processesAdditionally, the
majority of participants admitted to implementing practice change without
considering formal processes. One participant referred to her implementation
method as ‘ad-hoc’, acknowledging she knew of no formal process for evidence
implementation. Other participants discussed QI policies specific to their health
organisation, although did not consider these useful or appropriate for practice
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change projects. In this context, the RE-AIM Framework (Gaglio, Shoup, & Glasgow,
2013) and Plan Do Study Act (PDSA) (Taylor et al., 2014) model were reviewed and
all participants unanimously agreed that both tools were too complex and theory
focused for midwives wanting to implement practice change.
As described by participants in the current study, most healthcare
organisations have a PDSA methodology for QI, as well as reporting systems for suboptimal health outcomes in regard to clinical expectations. However, these
approaches have demonstrated limited effectiveness against the increasingly large
scale of change projects and the expected rate of QI outcomes that healthcare
systems demand (Baxley, Bennett, Pumkam, Crutcher, & Helms, 2011). The findings
of this study concur with existing literature on the usability of various existing QI
tools in healthcare organisations. Reed and Card (2016), in their study investigating
the issues associated with the PDSA cycle, suggested clinicians require “an extensive
repertoire of skills and knowledge” to better understand how to apply or adapt the
PDSA cycles to various improvement projects (p. 148). Kennedy et al. (2020) report
on the feasibility of another tool, the RE-AIM Framework, which evaluates the
reach, effectiveness, adoption, implementation and maintenance of
implementation activities within health organisations. These authors reported the
tool ineffective when applied to the logistical challenges of clinical environments,
asserting a “one-size-fits-all” approach to evidence implementation is not sufficient
(p. 9). Kennedy et al. (2020) recommended an approach that meets the needs of
the people and their local environment will result in better outcomes. Work by
Holtrop, Rabin, and Glasgow (2018) support these findings, reporting the RE-AIM
Framework lacked direction on how to approach implementation processes in
regard to health programs and policies.
In addition to QI strategies in maternity services, participants in my study
expressed concern regarding the increasing focus of healthcare organisations on
hospital indicators, statistical trends and outcomes, rather than the needs of
women and their maternity cater experience. Although significant considerations,
participants suggested priorities for practicing midwives often conflict with the
primacies established by high level executives, as midwives prioritise women and
148

above all else are committed to delivering woman-centred care. This was
unanimously agreed on by participants, who voiced women should be the real force
behind all practice change projects. Other considerations raised by participants
related to three organisational characteristics influential to the outcomes change
initiatives: the priorities of the organisation, the resources available within the
organisation, and the overarching goals of the organisation. The majority of
participants confirmed that in order to achieve sustained practice change, new EBPs
had to align with organisational goals, demonstrate cost-effectiveness and be
considered a priority focus of the wider healthcare system.
Existing research on evidence implementation in healthcare indicates the
need to consider organisational characteristics, consumers and the suitability of
research findings in clinical environments in order to effectively change practice
(Damschroder et al., 2009; Grol, Bosch, Hulscher, Eccles, & Wensing, 2007). Similar
to the findings in my study, Scholl, LaRussa, Hahlweg, Kobrin, and Elwyn (2018), in
their scoping review, reported organisational features to be highly influential to
implementation activities and decision-making in day-to-day care. These authors
emphasised the value of clinicians’ knowledge of organisational systems and the
activities needed to improve the uptake and sustainability of clinical innovations in
practice. Similarly, Smith, de Graft-Johnson, Zyaee, Ricca, and Fullerton (2015)
suggested progress towards improving implementation outcomes is dependent on
both horizontal and vertical scale-up, recommending to embed new interventions
into routine practice, thought for system and organisational level characteristics
should be prioritised (Smith et al., 2015). Significantly, what emerged from the
findings in my study was the need to develop a clear process for midwives wanting
to implement practice change. Participants broadly described the need for a stepby-step approach, with the key premise being midwives’ require a standardised,
centralised process for implementing EBP into clinical areas. This was a key
consideration during the intervention development stage of this project (see
chapter four), significantly contributing to the development of a six-step approach
to practice change as outlined in the modules of the eTool(KIT).
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Although one of the objectives set for this study was to develop a blueprint
for an evidence implementation resource, which was achieved, as the research
process evolved it became evident that the development of this blueprint was
secondary to the knowledge gained from the research process and the subsequent
findings in regards to organisational change. As participants agreed, development
of an evidence implementation resource is only useful if midwives have an
understanding of their professional obligation as evidence informed clinicians to
practice according to best available evidence, their workplaces’ readiness for
practice change and how evidence implementation impacts the larger system in
which midwives work. Thus, this study provides not only the blueprint for a six-step
approach to practice change, it highlights the need for improved knowledge of
organisational change and how EBP is employed and affected by all levels of the
wider healthcare system. Employing Lean principles, which are already practiced in
many healthcare services, promises an ideal framework for these issues
(Mazzocato, Savage, Brommels, Aronsson, & Thor, 2010).
Over the last five decades, a manufacturing philosophy termed the ‘lean’
approach has demonstrated success in establishing progressive change
environments and ideal work systems in a range of industries (Scharmer & von
Ameln, 2019). Derived from the Toyota Production System (TPS) (Collins &
Muthusamy, 2017), the lean approach when applied to healthcare provides a
methodology for promoting quality care through training, best practice sharing and
in creating ideal systems that distribute responsibility and involvement between
employees at all organisational levels (Collins & Muthusamy, 2017). Notably, the
lean approach focuses on creating an atmosphere of continuous learning in
environments that not only accept, but embraces change (D'Andreamatteo, Ianni,
Lega, & Sargiacomo, 2015). This philosophy aligns with the findings of this study,
confirming that in order to support midwives efforts to implement EBP, midwives
require local, organisational and system level support. Also significant, the lean
philosophy indicates a strong focus on efficiency and safety (Dahlgaard, Pettersen,
& Dahlgaard-Park, 2011), which captures the priorities of both health organisations
and the everyday practice of diligent midwives.

150

As the participants in this study expressed, evidence-based change calls for
participative working partnerships, underpinned by organisations that support
midwives to source, appraise and utilise latest evidence as part of their professional
role and obligation to women. From a realist perspective, lean healthcare systems
assert knowledge creation and knowledge dissemination begins at the empirical
level and encourages the contribution of all employees to minimise a sense of
“vertical command and control” (Collins & Muthusamy, 2017, p. 44). As a result,
principles of the TPS facilitate creative behaviours at the operational level,
facilitating communication between employees and managers that reflect the
features of a learning environment. In this context, Witcher (2014) suggests the
mechanism for achieving better implementation outcomes is in Hoshin planning. As
a dimension of TPS, Hoshin planning describes a series of meaningful discussions
between managers and employees, to define achievable objectives that align with
the organisations goals (Dahlgaard et al., 2011). Professional development is
another key focus of Hoshin planning: cultivating capable leaders and providing
employees with the necessary tools and workplace culture to reach their full
potential.
These concepts all reflect the findings in my study, confirming the need to
provide midwives with the organisational support and tools required to lead
practice change projects. From a critical realist perspective, while midwives
prioritise caring for women and newborns in clinical environments, they may at
times have limited awareness of real level activities that influence their capacity to
lead evidence-based change. Thus, to ensure implementation efforts are
successful, midwives require an effective process for implementing change and
acute awareness of the interactions between individuals, the local context and
larger system level influences.
The 4P Excellence model (Dahlgaard et al., 2011), has been used effectively in
lean healthcare systems to develop high quality outcomes in service delivery,
demonstrating potential for improving evidence implementation processes for
midwives. The key premise of the 4P Excellence model lies in recognising the value
of individuals and the central role they play in improving the partnerships between
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people and the processes and practices that lead to organisational excellence
(Figure 20).

Organisational Excellence

EBP
Processes
Partnerships
Building leadership
People

Figure 20: Developing Organisational Excellence through improving processes for
EBP, an adaption of the 4P model by Dahlgaard‐Park and Dahlgaard
(2010)

Consistent with the findings in my study, the 4P Excellence model illustrates
that the underpinnings of organisational excellence are people, who have the
capacity to be strong leaders and work collaboratively with others to improve
processes for implementing EBP in healthcare. Fundamentally, these concepts
reflect the needs of both midwives and the larger system in which they work. In
this sense, the 4P model promises a process for achieving evidence-informed care
and improving the quality of current Australian maternity services. Collectively,
each element of the 4P Excellence model reflects the findings of this study,
confirming the need for a process for implementing practice change. This will
undoubtedly lead to improved partnerships, processes and practices that are
derived from the people directly affected by these happenings. In this context, the
blueprint for an eTool(KIT) for midwives not only creates a six-step approach for
midwives wanting to initiate evidence-based change, but also provides midwives
with the knowledge and confidence needed to consider future leadership positions
and champion for evidence-base change in Australian maternity services.
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Summary
This chapter has synthesised the overall findings of the current study and
highlighted how the study contributes to new knowledge in the discipline of
midwifery. The discussion points presented have highlighted the three higher order
codes developed from the data collected throughout this study: “It’s hard to
overcome the resistance towards new EBPs, midwives are passionate yet reticent
towards leading practice change”, “Inter-disciplinary collaboration and
organisations supportive of change are key to improving implementation processes
for midwives” and “To lead practice change initiatives, midwives require knowledge
of organisational change and a clear process for evidence implementation.” These
higher order codes have been explained, discussed and contrasted against existent
literature within a critical realist framework.
Significantly, the findings of my study confirm the majority ofmidwives value
EBP, yet are reticent towards leading practice change. These sentiments can be
resolved when the dynamics and sub-cultures within the empirical, actual and real
domains are aligned and supportive of midwives wanting to implement evidencebased change. Further, this chapter demonstrates the need for an evidence
implementation resource to guide midwives through the process of implementing
new EBPs into clinical areas. In the final chapter, recommendations for practice,
policy and education are made, the limitations of this study are discussed and
proposals for future research regarding EBP in the Australian midwifery context are
offered. From there, it is anticipated that processes for implementing sustained
EBP in midwifery will be developed and midwives will acquire a clear a six-step
approach to practice change.
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Chapter Seven: Conclusions,
Recommendations and Limitations

Introduction
The preceding chapter discussed three higher order codes that emerged from the
findings reported in this study, which were explored through the philosophical lens
of critical realism and compared with current and relevant published literature. In
this concluding chapter, I summarise the study presented in this thesis, exploring
midwives experiences of implementing practice change, considering the degree to
which the study aim and objectives were achieved and the research question
answered. I then make recommendations for application of the findings and for
future research, before offering a personal refection of my research journey and
how the experience of pursuing a PhD will serve me in the future.
The findings reported and discussed in this thesis make an original
contribution to our understanding of the challenges midwives’ experience when
trying to initiate practice change, through exploration of the issues surrounding
evidence implementation in Australian maternity services. The study also confirms
that most midwives value EBP and are motivated to improve the standards of
maternity care, yet express reticence towards leading practice change initiatives.
This was explored through the personal experiences of 17 midwives who had
attempted to implement new EBPs into their workplace, and in doing so identified
numerous helpers and hindrances of evidence-based change. The core finding
established midwives’ require knowledge of organisational change and a clear
process for evidence implementation, which led to the co-development of the
blueprint for an eTool(KIT) for midwives, which offers a centralised, standardised
process for midwives wanting to implement EBP into clinical areas. Additionally,
the study highlighted the value of collaboration and inter-disciplinary partnerships,
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offering insight into the benefits of gaining stakeholder buy-in and organisational
support (from all levels) to achieved sustained practice change.
My account of this study presents detailed discussions of the factors
considered crucial for improving the uptake and sustainability of EBP in Australian
maternity services. Additionally, the findings confirm that implementing evidencebased change requires consideration for the inter-relationships between
individuals, the local context and the wider healthcare system. At the time of
writing, no other research investigating the evidence-to-practice gap problem in
midwifery has been conducted, and no other research exists on the specific focus of
this study. Therefore, the study presented in this thesis and the findings herein,
provide a unique contribution to the body of knowledge in the discipline of
midwifery, which I hope will improve the uptake and sustainability of evidenceinformed care in Australian maternity services.

Overview of the study
The primary aim of this study was to improve processes for midwives wanting to
implement EBP in clinical areas. An overarching research question was developed:
“What factors and other tools need to be considered in the design of an evidence
implementation resource for midwives?”
To answer this question, the following four objectives were pursued:
1.

To explore the experience of midwives who have tried to implement new
EBPs in clinical areas;

2.

To establish the key factors that help or hinder evidence-based change in
midwifery contexts;

3.

To co-develop the blueprint for an evidence-implementation resource for
midwives wanting to initiate evidence-based change in clinical areas; and

4.

To begin to address the evidence-to-practice gap problem in Australian
maternity services.
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The intended outcome of this thesis was to develop the blueprint for a
midwifery specific evidence implementation resource, co-developed with midwives
to improve processes for implementing EBP in clinical areas. This was achieved
through the collaborative design of a blueprint for an eTool(KIT) for midwives,
which details a six-step approach to implementing practice change in clinical areas.
From the outset of this study, the use of a paradigm that reflected my
personal beliefs and worldviews towards EBP and the purpose of this study was
essential. I began by exploring the meaning of ontology, epistemology, axiology
and methodology, which enabled me to establish my own philosophical position in
relation to these (see chapter three). This provided me with a solid foundation to
both ground this study and consolidate my understanding of the various
approaches I can employ to conduct meaningful research. I reviewed numerous
research paradigms, taking time to reflect on how each distinct approach could
potentially alter the course and outcomes of the study. What confirmed my own
beliefs regarding human existence was that of CR, an alternative approach to the
worldviews of positivism and naturalism, which enabled me to formulate a unique
approach to the study. Following this, I examined various research methodologies
to find a style that I thought would complement the underpinning worldviews of
CR. I determined AR would be the most suitable methodology for answering the
research question. I studied the numerous sub-sets of AR, concluding that PAR was
the perfect fit for this inquiry. Participatory action research advocates for research
that prioritises partnerships, collaboration and problem-solving - all of which are led
by the people directly affected by the problem (McNiff & Whitehead, 2006). These
characteristics not only captured the objectives of my study, but also my ambition
to pursue a working partnership with midwives and address the challenges they
experience when trying to initiative evidence-based change. The overarching goal
of this study was to better understand midwives experience of implementing
practice change and use this new knowledge to drive policy, practice and education
to improve the implementation of EBP in maternity services. Action research
enabled me to achieve this.

156

The methods used in this study were robust, in that they adhered to the
original work of Lewin (1946) and Braun and Clarke (2006), which ensured a clear
explanation of the research process, a well-defined audit trail and trustworthiness
of the data. My study was overseen by an experienced AR researcher (my principal
supervisor) who supported me through all phases of the AR cycle and regularly
appraised my work. I was also privy to a second experienced researcher who was
able to guide data collection, analysis and the reporting of my findings. This
resulted in the synthesis of new and truthful knowledge about midwives’ use of
best available evidence in practice, which enabled me to answer the overarching
research question.

Review of the theory
The three higher order codes that emerged from the findings in my study articulate
the numerous factors that both help and hinder midwives efforts to implement
sustained practice change in clinical areas. These factors were explored and then
related to the stratified domains of CR: the empirical, the actual and the real. This
not only confirmed the existent relationship between the three but also provided
an innovative way to consider the issues associated with implementing EBP from a
local, organisational and system-level perspective. What emerged from the data
was that despite best efforts, midwives report the gap from evidence-to-practice
persists and is a priority concern for midwives, who are both committed and
mandated to enact evidence-informed care in their day-to-day work. Further, the
findings of this study assert that although midwives are motivated to implement
EBP, they are reticent towards leading practice change for numerous reasons (see
chapter five). This has contributed to inconsistency in the uptake and sustainability
of new EBPs in clinical areas. Together, these issues highlight the need for a clear
process to support midwives’ lead practice change projects. This can be achieved
by improving midwives knowledge of evidence implementation, fostering midwives’
confidence to lead practice change projects and by promoting inter-disciplinary
partnerships between midwives, managers and other maternity care providers.
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The key outcome of this study was the design of a blueprint for an eTool(KIT)
for midwives, which provides a six-step approach to evidence implementation.
However, the value of this study lies in the long-term sustainability of latest EBP and
the potential for midwives to lead future practice change initiatives in Australian
maternity services. The benefits of this study extend beyond the discipline of
midwifery and will positively impact the health outcomes of women and newborns,
who remain the focus of all change initiatives and will profit from improvements to
the quality and standards of evidence-informed maternity care (see chapter two).
Additionally, it is anticipated the findings reported in this thesis will be of interest to
midwives, maternity care leaders, policy developers and health organisations in
which midwives practice. Undoubtedly, this thesis presents a unique contribution
to the body of knowledge in midwifery, however it is not without some limitations.

Limitations
There are four limitations to this study that must be clarified. First, whilst the
midwifery leaders interviewed in this study represented all regions of the Western
Australian health sector, it is possible that other midwifery leaders who did not
participate may have offered divergent views or further contributed to the findings
of this study. Second, this study was grounded in the local context of Western
Australia, thus may not represent what resources, skills and knowledge midwives
need to effectively implement EBPs beyond this boundary. Third, although the
sample provided sufficient data to generate significant findings in this study, it is
possible the findings may not reflect the wider implementation issues midwives
experience in other midwifery practice contexts. Fourth, no maternity care
consumers were included in this study, and in the absence of hearing directly from
them, there remains ambiguity about their views on what may help or hinder
midwives efforts to translate best available evidence into practice.
It must also be acknowledged that during the recruitment process of this
study there was a potential sample bias as participants were recruited via the ACM
platform. While a sound strategy for recruitment, the findings of this study may not
resonate with the views and professional issues of midwives who choose not to be
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a member of the ACM. Similarly, all participants recruited for this study were
midwives with experience in trying to implement EBP, therefore it is possible that
midwives who have little or no interest in EBP may have been less likely to
volunteer to participate in this study.
Despite these limitations, the overarching aim of this research, which was to
form a collaborative partnership with midwives and co-develop the blueprint for a
resource that provides midwives with the steps needed to implement sustained
practice change in clinical areas was achieved. As a result, the findings reported in
this study make a valuable contribution to the existing body of knowledge on
organisational change in the context of midwifery, providing new insight into the
use of theory and other processes to address the evidence-to-practice gap in
Australian maternity services.

Recommendations
It is anticipated the findings of this study will be of use to midwives, maternity care
leaders and researchers who are committed to resolving the disconnection
between current maternity practices, high level evidence and processes known to
support implementation of EBP in healthcare. The findings of this study may also
appeal to professions outside the discipline of midwifery as the evidence-topractice gap problem is widespread and well reported in literature, both within and
beyond the healthcare sector. Recommendations for improving organisational
change processes in maternity care should strive towards four primary objectives:
•

To identify policies and other regulatory factors that both help or hinder
the implementation of EBP in Australian maternity care services;

•

To further explore the conditions that are required to support the uptake
and sustainability of EBP in Australian maternity care services;

•

To develop strong leadership pathways for midwives, who have potential
to lead evidence implementation projects if provided with the support
and knowledge needed to successfully implement EBP in clinical areas;
and
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•

To test the usability of the eTool(KIT) in clinical areas through ongoing
collaboration with Australian midwives.

Addressing these objectives will be a crucial step in effecting sustained
practice change within Australian maternity services.

Clinical practice
Marked variations in the uptake and sustainability of practice change initiatives
reinforce the view that workplace culture and organisational receptiveness towards
evidence-based change are largely responsible for the outcomes of midwives’
practice change projects. The findings of this study clearly articulate midwives have
positive attitudes towards EBP but are reticent towards initiating practice change.
Building strong partnerships within organisations conducive to change will facilitate
midwives efforts to implement EBP in clinical areas. Similarly, it is essential that
midwifery managers and organisational leaders recognise the important role they
play in supporting midwives to achieve this.
Strong midwifery leadership also has the potential to transform the way
maternity care is delivered in Australia. This study highlights the value of strong
midwifery leadership and developing change leaders within the midwifery
profession. Change leader midwives are crucial drivers of EBP and will improve the
outcomes of practice change projects in clinical areas.

Education and training
This study prompts several recommendations for education and training
opportunities to further develop midwives’ knowledge and confidence in evidence
implementation. First, midwifery managers and maternity service leaders are
advised to advocate for activities that develop midwives’ knowledge of
organisational change and evidence implementation, providing them with
educational support and the resources needed to develop these skills. Second,
organisational commitment to implementation of new EBPs and the introduction of
implementation strategies to support midwives efforts are strongly encouraged.
This includes both inter-disciplinary and organisational buy-in at all system levels.
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Third, the value of strong leadership and change leader champions cannot be
understated. Introducing senior leadership and change leader mentoring programs
in maternity care will undoubtedly improve the co-ordination and outcomes of
midwives’ practice change initiatives. Finally, providing midwives with the
resources and time needed to successfully implement new EBPs in the workplace is
central to the success of all practice change initiatives. Midwives require more time
to source, interpret and translate latest evidence into EBP, which should be
incorporated into their daily workload.

Future research
This action research study focused on an area of midwifery that has not been
investigated in any depth previously. Consequently, some recommendations can be
made for further research:
•

A study on women’s perspectives of evidence-based care and their views
towards practice change may provide valuable insight into new factors or
processes that may further accelerate the uptake of EBP in maternity
services;

•

This study was based in Western Australia and focused on a relatively
small sample of midwifery leaders and practicing midwives, therefore it is
recommended that similar action-oriented research be conducted on a
larger scale to further develop the concept of “practical implementation
science” for midwives;

•

The question of how to develop new pathways for developing evidencebased maternity care policies, based on stakeholder and end user
engagement (ie. midwives, other maternity care providers and policy
makers) is a warranted consideration for future research;

•

The implementation of change-leader mentoring programs for midwives
would be beneficial to develop midwifery leadership skills and midwives’
confidence to lead practice change initiatives in maternity care services;
and
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•

Further development and evaluation of the eTool(KIT) and its
effectiveness in clinical areas needs to be tested empirically.

Concluding comments
Before my candidature commenced, I was involved in a research project that
explored midwives’ experience of implementing practice change. I interviewed
midwives Australia-wide, listening to their personal accounts of trying to implement
evidence-based change. Largely, these conversations exposed the struggles and
frustration experienced by midwives wanting to implement new EBPs in clinical
areas. The conversations I had with each midwife deeply affected my views on EBP
and inspired me to do something about the challenges midwives experience when
trying to initiate practice change. The realisation that midwives lack support and
clear processes for implementing evidence-based change concerned me
enormously and I asked the question: Is there something I can do about this? The
simple answer was “yes” and this is how my PhD journey began. Midwives want to
provide the best possible care and maternity experience to all women regardless of
their geographical location or capacity to afford gold standard maternity care.
Concerns regarding the practice of sub-optimal maternity care has been presented
throughout this thesis and it is evident that translating evidence into practice
remains both complex and uncertain. Action research provided me with a means to
explore this complex issue and contribute to improving the quality of midwifery
services across Australia. It is important however, that mechanisms are put in place
to ensure the outcomes of this study are continued.
Knowledge concerning how to increase midwives confidence in regard to
leading evidence-based change in maternity services remains a focus for me. I am
committed to partnering with like-minded researchers, academics and midwives to
engage in research that seeks to address the broader issues of raising the profile of
midwifery as leaders of evidence-based change. Beyond this, it is hoped that
collaborations with a global community committed to improving the uptake of EBP
in the 21st century will be possible. This thesis is the starting point for another
journey which I am both excited and ready to begin.
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Final words
In order to consolidate this action research journey, there is a need for reflexivity.
The opportunity to engage in action research has provided me with a vehicle for
professional and personal development. Professionally, I have developed skills
necessary for a lifetime commitment to research, academic inquiry and the
midwifery profession. For example, co-ordinating the action research process
provided me with an opportunity to develop organisational and leadership skills.
Similarly, developing a stakeholder advisory group and facilitating focus group
discussions required flexibility and reinforced the value of inclusivity and building
strong partnerships with midwives. The process of action research required
tolerance and sensitivity, which I feel are both essential characteristics for
negotiating life’s journey. I was able to demonstrate this by being approachable
and receptive to the needs of both midwifery leaders and the midwife participants
who consented to be a part of this study. Finally, my ability to manage family,
academic obligations and study revealed an inner strength and capacity to engage
in a life that is committed to embracing opportunities and working with midwives to
promote midwifery, the services midwives provide and their ongoing dedication to
women and their families.

My PhD journey
I can’t imagine life without research: it is my passion. My PhD journey began after
the birth of my fourth child when I had a ‘light bulb’ moment and decided I wanted
to become a midwife. How hard could it be? I had been cared for by numerous
midwives during my childbearing years and they were all efficient, intuitive and
caring. I was a Registered Nurse and considered midwifery a natural progression – I
wanted to learn a new “trade” and never dreamed it would lead to where I am
today.
I have found my PhD experience to be more of a process of contemplation
and reflection, rather than a journey. No-one prepared me for how much thinking I
would do: I can honestly say I have lived, breathed and thought constantly about
my PhD since its conception. I wrote sporadically at times, jotting down notes while
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I was making school lunches or watching my children play in our local park. I woke
in the middle of the night to furiously scribble down ideas that stirred me from my
sleep. I even recall having to park my car on the side of the road when thoughts
came while I was driving. My research was an addiction: always on my mind and
wanting my attention.
Writing this thesis has been one of the most enjoyable, captivating and
challenging experiences of my life. It has led me to examine my own views on
research and how I can make a difference to the quality of care women receive and
the services midwives provide. There have been struggles and frustrations when the
words wouldn’t flow, but as I near the end it is all coming together. I view the
world differently now; I ask more questions and welcome challenges. I feel I am
more reflective and have grown in my capacity both as a learner and a teacher,
which I hope to share with others in the future. Finally, I have been humbled by the
candour of all midwives who contributed their time and personal experiences to
this study. For me, they confirm that midwifery is a calling, comprising a select
group of special people who are dedicated beyond professional expectations to
women and the wider community. I am proud to be a midwife and have friendships
with some of the most generous and insightful people, which I would never have
otherwise made had I not accepted the challenge and joy of undertaking a PhD.
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Appendix A: Recruitment Invitation to all
Directors of Midwifery Services
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Appendix B: Invitation to Midwives after
Directors Nomination

167

168

Appendix C: Information Sheet
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Appendix D: Consent Form
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Appendix E: Resource Manual
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Appendix F: Paper Three – Under Review

“Exploring the usability of the COM-B model and Theoretical Domains Framework
(TDF) to define the helpers of and hindrances to evidence-based change in
midwifery.”
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Appendix G: Paper Three – Data Set
The complete data set for paper three: “Exploring the usability of the COM-B and
Theoretical Domains Framework (TDF) to define the helpers of and to hindrances
evidence-based practice in midwifery.”
Codes

Sub-categories

‘We didn’t think it was going to be
an issue, well…the medical directors
refused to participate…they resisted
and they weren’t going to let it go’
(MW2)
‘[implementing] water birth was
more difficult, primarily because of
medical opposition’ (MW6)
‘The obstetrician’s threw
tantrums…literally stormed out of
rooms and threatened to withdraw
their services…’ (MW3)
‘Medical directors were bypassed to
get [new EBPs] it across the line’
(MW5)
‘Obstetricians are one of our
biggest problems…they constantly
challenge us’ (MW2)
‘Why do we need medical approval
for implementing something that is
essentially midwifery led and
entirely within our scope of
practice?’ (MW6)
‘We didn’t think it was going to be
an issue, well...the medical directors
refused to participate ‘there is no
evidence to support this
practice’...we need more
evidence...they resisted and they
weren’t going to let it go’ (MW6)
‘Midwives were keen, but the
stumbling block is medical
opposition. We had to work around
them [medical directors], and I
think still today they don’t know
that it is in practice’ (MW6)
‘Culture is one of our biggest
problems’ (MW3)
create a positive culture’ (MW1)
‘Keeping people in the loop so there
is no rumour mongering, which can
cripple a project’ (MW4)

The stumbling
block is
medical
opposition and
workplace
culture; they
are two of the
biggest
challenges for
midwives
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Major
Categories
For midwives,
medical
opposition and
workplace
culture are the
biggest
challenges

Core finding
Fear can stop
change and
midwives lack
the confidence
and knowledge
to implement
EBP, however
stakeholder
buy-in and
strong
midwifery
leadership is
advantageous

Codes

Sub-categories

‘I want to do it but can’t do it now’
(MW4)
‘People working in the service did
not trust the evidence...that was
the culture’ (MW2)
‘It’s a double edged
sword…midwives saying ‘I want to’,
and saying all the things the
executives want to hear them
saying, agreeing with them that the
evidence is great…then when they
actually come to do it, it’s like ‘I
want to do it , but I can’t do it
now…’ (MW5)
‘The obstetrician’s threw
tantrums…literally stormed out of
rooms and threatened to withdraw
their services…’ (MW3)
‘I have received hate mail from
people thinking what I wanted to
bring into practice was unsafe’
(MW5)
‘Behind closed doors all the
midwives were saying ‘look we
can’t do it now, let’s start it next
year’ (MW5)
‘Resistance from all of those who
say that sounds like a great idea,
and in a perfect world if I didn’t
have my family, need sleep, all of
that…’ (MW5)
‘Our midwives don’t necessarily
want it’ [practice change]’ (MW3)
‘Medical directors were bypassed to
get [new EBPs] across the line’
(MW5)
‘Obstetricians are one of our
biggest problems…they constantly
challenge us’ (MW2)
‘It’s difficult to motivate them
especially when there is so much
change that occurs...’ (MW7)
‘Midwives think it’s too much hassle
and too much work when they’re in
the middle of a busy shift’ (MW7)
‘I think that’s why we get things
done at, all regions are
engaged...we don’t do things
individually, we’re all in or all out’
(MW8)
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Major
Categories

Core finding

Codes
‘I’ve received hate mail from people
thinking what I wanted to bring in
was unsafe…there was so much
distrust, which stopped basically
stopped the [EBP] project’ (MW3)
‘Midwives’ didn’t have an
understanding for it [water birth]
and that brought about fear, and
when there is fear that stops
change’ (MW1)
‘Fear came in…and some of that
was personality, which was what I
really believe held up the process’
(MW7)
‘When there’s a perceived threat to
midwives' family time or
income…there’s distrust, and fears
comes in’ (MW4)
‘Part of the fear was not
understanding it [new EBP]
operationally as in, how that would
affect what midwives had to do and
how it would affect their personal
lives’ (MW5)
‘When we went to do it [implement
practice change], even though
midwives were saying ‘we want
this, this is the way to go’ …when it
would come to actually signing up
for MGP, fear came in’ (MW5)
‘Midwives want to know ‘why?’
even when they’ve been shown the
evidence…they want to know how it
effects them on the floor’ (MW7)
I’ think there is distrust ‘why are we
changing things again?’…’does this
mean more paperwork?’ (MW7)
‘Some of its personality...’ (MW7)
‘It’s also depends where the change
is coming from...if it’s something
we’ve thought of [midwives]… so it
is driven by us...there’s usually less
fear of change’ (MW7)
‘Some midwives look at the
evidence but don’t apply the
evidence’ (MW1)
‘Midwives think it’s too much hassle
[implementing new EBPs] and too

Sub-categories
Fear

Major
Categories
Fear can stop
change: it’s
personal for
midwives

Knowledge
Midwives are
and confidence tired of
fighting the
battle for EBP;
they need
knowledge and
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Core finding

Codes

Sub-categories

much work when they’re in the
middle of a busy shift’ (MW7)
‘They [midwives] need praise and
reassurance to let them know
they’re initiatives are noticed’
(MW7)
‘It’s difficult to motivate them
[midwives] when there’s so much
change that occurs’ (MW6)
‘It’s hard work [implementing EBP]
and the criticisms keep coming’
(MW4)
‘We need our midwives to feel
confident that they have the
ability…and the evidence to defend
their practices…and believe in their
knowledge-base’ (MW3)
‘We had the evidence we just
needed to remove the fear and play
it out’ (MW6)
‘How do we translate something
that we [midwives] can’t interpret?’
(MW3)
‘Some [midwives] don’t even know
where to go to source good
evidence’ (MW3)
‘Midwives need to know they have
the ability and the evidence to
defend their practice and challenge
others practice...to believe in their
knowledge’ (MW1)
Midwives want to know ‘why?’
even when they’ve been shown the
evidence…they want to know how it
effects them on the floor (MW7)
‘There are still a lot of midwives
who are unsure of how to read the
evidence, they’re not confident with
the interpretation, despite doing
research units at university’ (MW3)
‘How do we translate something
that we [midwives] can’t interpret?’
(MW3)
‘Some midwives don’t even know
where to go to source good
evidence’ (MW3)
‘We can’t move forward if our
midwives don’t have the confidence
to change’ (MW7)
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Major
Categories
the confidence
to bring about
practice
change

Core finding

Codes
‘Link change to good evidence, arm
midwives with the knowledge-base
to initiate evidence-based change..
(MW3)
‘To get to the point where we have
actually introduced changes – like
midwifery led care – it’s being a
squeaky wheel and getting the buyin from the people who can actually
implement the change’ (MW4)
‘Midwives are tired of fighting the
battle for ‘normality’’ (MW2)
‘Midwives and managers are flat
strapped, we’re tired of fighting a
constant battle for our women’
(MW6)
‘Midwives don’t have the time or
energy to introduces new practices’
(MW6)
‘The average midwife tends to give
up because it is too hard, there are
too many barriers’ (MW6)
‘Our obstetricians often fight
against the evidence ...
midwives get worn down by that...it
effects their psyche and the culture
(MW1)
‘Even now, the criticisms still
comes…10 years on’ (MW3
‘The evidence is everywhere but has
been resisted by medical
clinicians...it’s exhausting for
midwives’ (MW3)
‘Our midwives are fatigued, there
have been so many changes and
innovations ‘(MW7)
‘It’s very difficult, midwives are
tired and they work hard’ (MW7)
‘I think because it was a midwifeled initiative we had instant buyin…and that made a huge
difference to the outcome of the
project’ (MW6)
‘Getting the right stakeholders on
board or having broader
consultation’ (MW4)
‘Targeting that high level executive
and stating we believe that this will
make a significant difference to the

Sub-categories

Stakeholder
buy-in and
strong
midwifery
leadership
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Major
Categories

Having
stakeholder
buy-in and
strong
midwifery
leadership is a
huge
advantage

Core finding

Codes

Sub-categories

outcomes of your service…if
midwives are able to practice
according to latest evidence’
(MW6)
‘To get to the point where we
actually introduced change…it was
about being the squeaky wheel and
getting buy-in from the people who
could actually implement the
change’ (MW4)
‘Getting the right stakeholders on
board from the start is a huge
advantage’ (MW1)
‘Have a midwife at the top level, a
driver of change’ (MW8)
‘You need buy-in at all levels’
(MW6)
‘you need an operational midwife
who can physically take anyone and
give them the direction’ (MW5)
‘You really need someone who is
articulate and knows the evidence,
a midwife who communicates well
with everyone (MW5)
‘Having somebody to keep on
driving the initiative, so it’s not
allowed to go backwards because
things do’ (MW3)
‘We’ve lead initiatives and had high
level midwives on our board...this
assisted change...’ (MW3)
‘Changes take time and sometimes
you need a visible presence...you’ve
got to drive it and sometimes that’s
not easy (MW7)
‘Midwives are too busy, we don’t do
change well...this is a huge barrier
and midwives don’t have the
confidence to do it [initiate practice
change]’ (MW6)
‘Have a midwife at the top level, a
driver of change’ (MW8)
‘Having high levels midwives in
leaderships roles is a huge
advantage...and buy-in at all levels’
(MW1)
‘You need a champion at the top
level, a driver for change’ (MW8)
‘You need an expert in what you are
trying to implement (ie a clinician
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Major
Categories

Core finding

Codes

Sub-categories

experienced in the change you want
to implement) someone who’s had
a positive experience so you don’t
get all that negative stuff that
people don’t want to hear...’ (MW5)
‘Change initiatives have to be
endorsed at the top level’ (MW6)
‘If we want to really see midwives
putting evidence into practice...it’s
about managing change and having
leaders support the change’ (MW2)
‘I find our biggest challenge is the
change management aspect’(MW3)
‘Management is nursing focused
and doesn’t understand midwifery
...it’s a small cog in a big
machine...and the big machine is
nursing’ (MW1)
‘How do you get important
midwifery evidence into the world
with executives that are mostly
nurses?’ (MW3)
‘We have a very supportive nursing
and midwifery co-director who is
focused on making the best service
for women’ (MW7)
‘You need organisational support...’
(MW7)
‘It actually needs a top-down
approach – so I think from my
perspective what you need to do is
have buy-in at the executive
director level’ (MW4)
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